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PEE  FACE. 


Felix  qui  point l rerum  cognosce  re  causes. 

A characteristic  of  British  medicine  from  the  sixteenth  century  to  the  present  day  has  been  its  re  ulinesa 
to  test  all  theories  by  the  appeal  to  Nature.  This  disposition  was  in  accord  with  the  instinct  for 
practical  affairs  of  a race  which  has  been  compelled  constantly  to  engage  in  war  and  has  endeavoured 
always  to  wage  war  humanely.  Three  centuries  ago  Harvey,  the  greatest  name  in  British  medicine,  in  his 
oft-quoted  injunction  “ever  to  search  out  and  study  the  secrets  of  Nature  by  way  of  experiment,”  struck  the 
note  which  has  been  dominant  ever  since.  The  purpose  of  the  following  pages  is  twofold.  It  is  intended  to 
give  a brief  account  of  the  manner  in  which  the  spirit  that  has  inspired  British  medicine  since  the  days  of 
Harvey  has,  by  the  application  of  scientific  principles  to  practice  and  administration,  mitigated  the  hardships 
and  sufferings  of  those  engaged  in  this  war,  and  it  is  intended  also  to  point  out  how,  by  the  wise  utilization 
of  the  services  of  members  of  the  British  medical  profession,  as  practitioners  of  the  art  or  students  of  the 
sciences  on  which  it  depends,  problems  rendered  acute  by  war  or  newly  brought  to  light  by  it  have  been 
studied,  and  in  many  instances  partially  or  completely  solved  even  during  its  continuance. 

Harvey’s  injunction  has  been  the  watchword  of  British  physiology  and  pathology.  The  principle  it 
embodied  was  handed  on  by  a long  line  of  successors  through  Hales,  Priestley,  Young,  and  Hunter,  to  Lister, 
who,  guided  by  the  fundamental  observations  and  doctrines  of  Pasteur,  brought  about  by  experiment  and  trial 
a revision  of  the  institutes  of  surgery.  The  story  in  its  main  aspect  is  told  by  Sir  Berkeley  Moynihan  in  the 
eloquent  essay,  remarkable  for  its  philosophic  grasp,  its  learning,  and  its  cordial  tributes  to  the  work  of  men  of 
other  nations,  which  forms  the  first  chapter  of  this  volume. 

At  about  the  time  when  Hunter  by  his  direct  appeal  to  Nature  was  giving  so  great  an  impetus  to 
the  study  of  pathology,  and  helping  to  found  the  science  of  comparative  anatomy,  there  arose  in  Great  Britain 
a school  of  investigators  which  sought  out  the  causes  of  epidemic  diseases  by  observation  of  the  conditions  under 
which  they  spread  and  by  the  study  of  statistics  of  their  incidence.  Guided  by  these  investigations  methods  of 
prevention  were  devised  which,  when  tested  in  the  Navy,  the  Army,  and  among  the  civil  population,  were  not 
found  wanting.  The  problem  of  scurvy,  the  scourge  of  navies  and  commercial  shipping,  was  attacked  and  solved  ; 
the  problems  of  typhus  and  relapsing  fever  were  attacked,  and  the  relation  of  these  diseases  to  overcrowding, 
dirt,  and  famine  established.  Another  great  step  forward  was  made  when  it  was  shown  that  by  the  application 
of  administrative  measures  founded  on  inquiry  and  observation — by  ensuring  the  purity  of  water  supplies, 
by  the  canalization  of  sewage  and  the  removal  of  refuse — the  incidence  of  typhoid  fever  might  be  enormously 
diminished.  The  new  science  of  bacteriology,  due  at  its  inception  mainly  to  the  prescience  of  Pasteur, 
put  a new  weapon  into  the  hands  of  civil  and  military  medical  administrators,  and  in  its  effective  use 
this  country  has  not  been  backward.  Pasteur,  when  giving  to  the  world  his  doctrine  of  artificial  immunity 
through  the  inoculation  of  attenuated  virus,  paid  a generous  tribute  to  the  achievement  of  Edward  Jenner 
in  devising  vaccination  against  small-pox — a means  of  preventing  that  disease  so  effective  that  the  horror 
it  inspired  a century  ago  is  now  completely  forgotten.  It  is  in  accordance  with  historical  fitness  that 
antityphoid  vaccination,  which  has  proved  so  efficient  "a  prophylactic  in  this  war,  should  have  been  conceived 
and  perfected  by  another  British  physician,  Sir  Almroth  Wright.  The  system,  severely  tested  before  the  war 
in  the  British  Army  in  India,  and,  with  some  independent  differences  in  method,  in  the  French  Colonial  Army, 
has  been  applied  on  a large  scale  to  the  armies  of  both  nations  with  remarkable  success  since  the  war  began, 
and  even  by  the  enemy  to  theirs. 

The  extension  of  British  commerce  and  the  acquisition  of  territory  in  tropical  and  subtropical 
countries  early  compelled  attention  to  the  epidemic  diseases  of  hot  climates.  The  chief  of  these  was 
malaria,  which,  though  not  peculiar  to  hot  countries,  attained  in  modem  times  its  greatest  extension  and 
severity  in  them.  It  was  the  main  cause  that  so  many  of  the  richest  tracts  on  the  earth’s  surface  were 
uninhabitable  by  the  white  races,  and  were  only  governed  by  them  at  a heavy  cost  in  life.  Even  after 
it  was  proved  that  extensive  drainage  schemes  might  diminish  their  incidence,  malarial  diseases  continued 
the  despair  of  administrators.  Here  again  the  clue  was  afforded  by  a French  observer  when  Laveran,  in 
Algiers,  showed  that  malaria  was  associated  with  the  presence  of  a parasite  in  the  blood  ; later  it  was 
ascertained  that  the  paroxysms  of  the  disease  coincided  with  a certain  stage  in  the  life-cycle  of  the 
parasite,  and  that  different  typss  of  the  disease  were  attended  by  different  varieties  of  the  malarial 
haematozoon.  Striking  as  these  observations  were,  they  did  not  afford  effective  means  of  prevention  until 
the  brilliant  hypothesis  of  Manson,  founded  on  the  observations  on  filaria  made  by  him  when  practising  in 
China,  that  the  mosquito  was  the  intermediate  host  of  the  haematozoon,  was  verified  by  Ronald  Boss,  then 
an  officer  of  the  Indian  Medical  Service.  The  identification  of  the  species  of  mosquito  that  acted  as  host,  and 
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tbe  study  of  its  life-cycle  and  habitat  quickly  made  plain  the  main  lines  prophylactic  measures  should  take. 
Among  the  first  applications  of  the  new  knowledge  were  those  made  in  the  Suez  Canal  zone  under  the  direction 
of  Ross,  at  the  request  of  Prince  d'Arenherg.  and  on  a still  larger  scale  during  the  construction  of  the  Panama 
Canal,  where  the  results  were  even  more  striking. 

The  impetus  given  to  the  study  of  medical  entomology  by  these  observations  and  their  practical  outcome 
in  the  case  of  malaria  was  very  great.  The  main  incidents  in  the  course  of  the  astonishingly  rapid  development 
of  this  new  held  of  medicine  are  sketched  in  Chapter  XI  by  Sir  Patrick  Manson  himself.  The  whole  story  is 
comprised  within  his  lifetime,  and  to  the  progress  made  he  has  largely  contributed  not  only  by  his  own 
untiring  studies,  but  by  the  inspiration  he  has  given  to  his  pupils  to  search  out  these  secrets  of  Nature  by  way 
of  experiment  and  observation. 

At  the  outbreak  of  the  war  the  Medical  Services  of  the  British  Navy  and  Army  each  consisted  of  a 
corps  of  commissioned  officers  with,  under  their  command,  non-commissioned  oliicers  and  men  trained, 
after  enlistment,  in  their  special  duties.  The  officers  were  recruited  from  among  young  men  who  had 
completed  their  education  in  the  universities  and  civilian  medical  schools  and  entered  the  service  by 
competitive  examination.  The  Indian  Medical  Service,  recruited  in  the  same  way  and  containing  officers 
of  British  or  Indian  birth,  is  organized  on  a military  basis,  but  the  majority  of  its  members  in  peace 
are  employed  in  civilian  posts.  Along  with  subordinate  medical  services,  military  and  civil,  recruited 
entirely  in  India,  it  formed  the  medical  war  reserve  for  India. 

The  officers  of  the  Naval,  Army,  and  Indian  Medical  Sendees  underwent,  during  a period  of  probation, 
courses  of  instruction  in  special  subjects,  including  tropical  diseases,  at  the  Royal  Naval  or  the  Royal  Army 
Medical  College,  and  were  trained  in  administration  at  military  hospitals  and  in  camps  of  instruction.  Thus 
these  services  consisted  of  medical  officers,  experts  in  their  special  duties,  but  numerically  insufficient  for  the 
great  expansion  in  the  armed  forces  necessitated  by  a war  on  a scale  larger  than  had  ever  been  officially  con- 
templated. In  the  case  of  the  army  this  numerical  insufficiency  quickly  became  very  great.  The  Navy  and 
Army  Medical  Services  both  had  small  reserves  of  officers  who  were  immediately  called  up.  The  Territorial 
Force,  raised  for  home  defence  by  voluntary  enlistment  during  peace,  had  its  own  medical  officers, 
civilian  practitioners  who  had  voluntarily  accepted  the  obligation  to  undergo  annual  training  and  to  serve 
with  the  Force  when  mobilized.  In  1907  Sir  Alfred  Keogh,  G.C.B.,  then  Director-General  of  Army  Medical 
Services,  propounded  a scheme  for  the  organization  of  the  Territorial  Medical  Service.  Thanks  to  his  great 
powers  of  organization  and  the  confidence  felt  in  his  character  and  attainments  by  the  medical  profession 
bis  scheme  obtained  "the  cordial  co-operation  of  all  the  leading  practitioners  throughout  the  country. 
It  provided  regimental  medical  officers  and  divisional  staffs  and  the  personnel  and  equipment  for 
twenty-two  General  Military  Hospitals  in  various  centres  officered  for  the  most  part  by  the  members  of  the 
staffs  of  the  large  local  civilian  hospitals.  The  Territorial  Medical  Service  was  mobilized  with  the  rest  of  the 
Territorial  Force  in  the  early  days  of  August,  1914, but  it  was  realized  from  the  first  that  the  war  would  be 
long — Lord  Kitchener  gave  a minimum  of  three  years — and  on  an  unparalleled  scale  of  magnitude.  Large  new 
armies  were  raised  by  voluntary  recruitment,  and  civilian  medical  men  volunteered  so  freely  that  it  was  not 
until  the  spring  of  19x6  that  any  form  of  compulsion  was  necessary  to  obtain  an  adequate  supply  of  medical 
officers  for  the  new  armies. 

The  nucleus  of  the  medical  service  for  the  large  British  armies  now  afoot  was  formed  by  the  small 
specialized  corps  which  existed  on  a peace  establishment,  but  eleven-twelfths  of  the  officers  of  the  Royal 
Army  Medical  Corps  and  of  the  Canadian,  Australian,  New  Zealand,  and  South  African  Medical  Corps,  now 
serving  with  the  armies  in  France,  Salonica,  Egypt  and  Palestine,  Mesopotamia,  India,  and  Africa,  were 
civilian  practitioners  at  the  outbreak  of  war.  The  present  organization  of  the  corps,  and  the  work  it  is 
doing,  is  described  in  Chapter  XIV.  Happily  the  services  of  Sir  Alfred  Keogh  were  again  available  to  direct 
the  necessary  expansion.  The  record  discloses  an  admirable  foresight  in  the  creation  of  a body  which 
could  be  so  expanded  and  yet  remain  co-ordinate  in  its  parts. 

At  an  early  stage  a plan  was  formed  to  appoint  distinguished  members  of  the  staffs  of  civilian  hospitals 
to  be  consulting  physicians  and  surgeons  with  the  army  in  France.  It  was  put  into  force,  as  soon  as  the 
armies  came  to  fixed  positions  after  the  battle  of  the  Marne,  under  the  direction  of  Sir  Arthur  Sloggett, 
Director-General  Army  Medical  Services,  who  had-  removed  his  head  quarters  to  France,  while 
Sir  Alfred  Keogh  took  his  place  in  London.  As  the  British  forces  in  France  increased  until  a 
number  of  armies  were  in  the  field,  consulting  surgeons  and  physicians  were  appointed  to  each,  and  for 
areas  in  which  base  hospitals  were  established.  The  plan  was  extended  to  armies  acting  in  other  parts  of 
the  world,  and  also  to  the  area  of  each  military  command  in  the  United  Kingdom.  These  consultants  go  to 
the  military  hospitals  for  purposes  of  consultation  with  the  medical  and  surgical  staffs,  and  those  with  the 
armies  in  the  field  visit  the  field  ambulances,  the  casualty  clearing  stations,  and  the  other  medical  units  in 
the  advanced  or  “ collecting  ” zone  (Chapter  XIV).  The  nature  of  the  services  rendered  by  them,  and  their 
value,  may  perhaps  be  surmised  from  this  brief  statement.  Passing  frequently  from  one  medical  unit  to 
another  they  carry  the  experience  from  one  to  the  other  so  that  a broad  view  can  be  gained  of  tendencies  to 
disease  and  in  treatment : they  are  able  to  advise  the  chief  administrative  medical  officers  as  to  means  that 
should  be  taken  to  prevent  disease  or  anticipate  infection,  and  to  afford  opportunities  for  efficient  treatment  at 


-fche  earliest  possible  moment.  Experiences  are  collected  and  compared,  meetings  of  the  medical  ollie.-i  ^ of  ;m 
army  are  held  for  discussion,  and  the  consultants  of  all  the  armies  meet  together  until  finally  opinion  on  ^.m 
problem  or  set  of  problems  can  be  crystallized  into  a memorandum  of  advice  which  is  rimed  for  informati  <n 
and  guidance  to  all  the  medical  officers  of  all  the  armies. 

The  Eoyal  Naval  Medical  Service  was  at  the  beginning  of  the  war  more  nearly  at  war  st.,-  nigth  than  tic- 
army,  but  the  increase  of  ships  and  personnel  of  the  British  Navy  has  made  it  necessary  to  cniargo  the 
medical  service  of  the  navy,  not  only  by  calling  up  the  reserve  but  by  enlisting  the  services  of  mam  temporary 
officers  and  by  the  appointment  of  civilian  physicians  and  surgeons  of  eminence  to  act  as  consultant,.  The 
Naval  Medical  Service,  like  that  of  the  army,  has  relied  on  laboratory  investigations  to  help  to  the  solution 
of  problems,  some  of  which  were  similar  to  those  with  which  the  army  was  confronted,  hut  it  has  i , , had 
its  own  special  problems  in  research  and  administration,  and  these  are  described  bv  a number  of  naval 
medical  officers  on  the  active  list  in  Chapter  Y,  entitled  “ Medicine  and  the  Sea  Affair.” 

The  Medical  Service  of  the  British  Army  went  into  this  war  with  the  advantage  of  accumulated 
experiences  of  epidemic  disease  derived  in  part  from  military  and  in  part  from  civil  life.  The  most  recent 
military  experience  on  a large  scale  was  that  of  the  war  in  South  Africa  (1899-1902).  In  that  war,  owing 
mainly  to  the  climatic  conditions,  to  the  scanty  population,  to  the  pastoral  character  of  most  of  the  farming, 
and  to  the  consequent  absence  of  intensive  cultivation  of  the  soil,  the  surgery  was  relatively  simple,  whereas 
prevention  of  epidemic  disease  proved  to  be  a task  with  which,  under  the  special  conditions  of  that  war,  the 
Army  Medical  Service,  having  the  organization  and  personnel  it  then  possessed,  was  unable  effectively  to 
cope.  As  in  so  many  previous  wars  the  army  was  scourged  by  typhoid  fever,  which  caused  large  epidemics, 
undoubtedly  due  to  polluted  drinking  water,  and  smaller  outbreaks  of  which  the  cause  could  not  certainly 
be  ascertained,  and  which,  therefore,  could  not  have  been  prevented.  Probably  with  -our  present  better 
knowledge,  gained  in  the  main  in  laboratories  at  home  and  in  India,  of  the  etiology  of  the  disease  and 
its  congeners,  and  of  the  menace  to  any  military  force  created  by  hale  carriers  of  the  infecting  microbe,  much 
more  might  have  been  done.  As  it  was,  commanding  officers  had  to  see  their  plans  for  the  future  upset  by 
epidemics  on  a large  scale,  such  as  that  of  typhoid  fever  at  Bloemfontein,  which  presented  all  the  features  of  an 
outbreak  due  to  polluted  water. 

In  this  war  the  surprise  in  store  for  the  medical  service  in  France  was  the  frequency  and  severity  of 
wound  infections.  A difficulty  besetting  bedside  medicine  and  surgery  is  to  eliminate  the  uncertainties  due 
on  the  one  hand  to  variations  in  the  constitutional  vigour  of  the  patient  and  his  power  of  resisting  disease, 
and  on  the  other  to  the  varying  skill  and  experience  of  the  physician  or  surgeon.  As  all  the  men  in  the 
British  armies  were  in  the  prime  of  life  it  was  thought  that  the  first  cause  of  uncertainty  might 
be  eliminated.  Consequently  when,  in  the  winter  of  1914,  there  began  to  be  seen  both  in  France 
and  among  the  men  sent  home  many  cases  of  wound  infection  of  a kind  and  severity  unknown 
to  surgeons  trained  in  the  Listerian  era,  there  was  a disposition  to  blame  either  the  military 
administration  for  delay  in  collecting  the  wounded,  or  the  surgeons  near  the  front  for  inefficient 
methods  of  treatment.  Whatever  the  cause,  these  disabilities  have  disappeared.  They  were  due  in 
reality  to  the  first  shock  of  the  war  falling  upon  a peaceable  people,  but  the  position  in  the  beginning  was 
not  at  all  clear.  Both  the  causes  suggested  probably  had  their  effect,  but  a broader  inspection  of  the  facts 
showed  that  another  influence  was  at  work  more  potent  than  either  of  the  other  two.  A problem  cannot 
be  solved  until  it  has  been  fully  stated,  and  only  when  this  stage  had  been  reached  could  this  problem  be  fully 
stated.  It  was  then  seen  that  the  attempt  to  solve  it  must  include  administrative  measures,  novel  clinical 
action,  and  bacteriological  investigation.  Investigation  showed  that  the  severe  wound  infections  were  due 
to  anaerobic  organisms  derived  from  the  heavy  manuring  of  the  soil  which  is  an  essential  part  of  intensive 
cultivation.  The  articles  in  Chapter  VI  by  the  consulting  surgeons,  the  clinical  surgeons,  and  the 
bacteriologists,  describe  how  they  worked  together  in  tackling  the  terrible  problem  of  gas  gangrene.  Others 
are  afforded  in  Chapter  VII,  in  which  Surgeon-General  Sir  George  Makins  gives  an  account  of  the 
developments  of  British  surgery  in  the  hospitals  on  the  lines  of  communication  in  France. 

Other  examples  of  co-operative  inquiry  at  the  bedside  and  in  the  laboratory  leading  to  improved 
administrative  action  for  prevention  of  disease  and  infection  and  their  better  treatment  are  afforded  in 
Chapters  X and  XII,  in  which  Sir  John  Bose  Bradford  discusses  gunshot  injuries  of  the  chest,  and  Sir 
Bertrand  Dawson  that  strangest  malady  of  all — infective  jaundice. 

In  Chapter  II  Professor  Andrewes  sketches  the  means  taken  to  organize  research  into  the  cause,  mode  of 
dissemination,  and  treatment  of  the  dysenteries,  of  bilharziasis,  and  of  cerebro-spinal  fever,  and  into  tbe  mode 
of  dissemination  of  the  various  types  of  the  enteric  group  of  diseases,  and  tbe  use  of  mixed  vaccines  for  their 
prevention.  He  gives  a summary  of  the  long  series  of  researches  into  the  bacterial  causes  of  wound  infections, 
and  of  the  principles  of  the  various  methods  devised  to  counteract  them.  In  Chapter  IV  Dr.  H.  D.  Dakin 
discusses  the  relation  of  biochemistry  to  war  problems,  dealing  particularly  with  the  chemistry  of  disinfection 
and  the  value  of  chlorine  disinfectants,  in  the  investigation  of  which  he  has  taken  a large  part.  Since  tbe 
chapter  was  written  he  has  proceeded  further,  and,  working  with  Major  E.  K.  Dunham,  of  tbe  United  States 
Army  Medical  Service,  has  introduced  certain  chloramines  which  possess  high  disinfecting  powers,  while  their 
unirritating  character  renders  them  specially  suitable  for  the  treatment  of  wounds. 
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Many  problems  had  been  foreseen,  and  had  been  successfully  studied  by  the  pathologists  of  the  Army 
Medical  Service,  but  a succession  of  others  were  rapidly  presented,  some  of  them  new,  others  old  but  under 
new  aspects.  For  all  it  was  of  the  utmost  importance  quickly  to  find  solutions.  It  would  have  been 
interesting,  had  space  permitted,  to  have  given  a full  account  of  the  organization  of  the  intensive  combined 
researches  instituted.  Only  incidental  references  to  this  will  be  found  in  the  following  pages,  and  it  must 
suffice  here  to  say  that  it  consisted  of  mobile  laboratories  not  far  behind  the  front — mobile  in  the  sense  that 
the  whole  equipment  could  be  carried  in  a motor  van,  although  usually  the  director  transferred  his  apparatus 
to  an  improvised  laboratory  in  a permanent  building — of  clinical  laboratories  attached  to  hospitals,  and  of 
research  laboratories  at  the  bases  abroad  and  at  home.  The  problems  came  thick  and  fast  from  the  hospitals, 
and  admirable  as  has  been  the  work  done  in  the  field  laboratories,  it  was  necessarily  of  a pioneering  kind, 
the  main  attack  requiring  larger  forces  and  equipment  than  they  possessed.  The  laboratories  and  staffs  of 
tbe  Army  Medical  Service  at  borne  are  fully  occupied  in  routine  work  and  in  the  study  of  certain  special 
problems  of  which  the  prevention  and  treatment  of  tetanus,  and  precautions  against  the  effects  of  poisonous 
drift  and  shell  gases,  only  need  be  mentioned. 

It  was  fortunate  that  there  had  then  recently  come  into  existence  a body  with  considerable  financial 
resources  designed  to  organize  and  direct  collective  research  on  a large  scale.  By  a short  clause  in  the 
Insurance  Act  of  1911  Parliament  undertook  to  provide  annually  a sum  of  between  fifty  and  sixty  thousand 
pounds  for  the  advancement  of  medical  knowledge,  and  in  1913  a committee  of  experts  was  appointed  to  draw 
up  and  administer  schemes  of  research.  In  this  committee — the  Medical  Research  Committee — the  country  had 
a disinterested  body  of  experts  charged  with  the  duty  of  expending  public  funds  on  medical  investigations, 
possessing  a staff  of  laboratory  workers  already  organized,  and  commanding  the  services  of  a secretary 
who  had  previously  won  high  reputation  as  an  independent  investigator,  and  who,  in  this  emergency, 
has  shown  eminent  capacity  in  directing  inquiries  into  the  large  and  complicated  problems  that 
have  arisen. 

This  Committee  was  able  at  the  beginning  of  the  war  to  turn  aside  from  the  schemes  it  had  formulated 
and  at  once  to  institute  comprehensive  researches  into  the  new  problems  affecting  the  military  forces  into 
which  so  large  a portion  of  the  manhood  of  the  nation  had  been  recruited.  It  is  perhaps  not  too  much  to  say 
that  by  the  initiation  of  many  organized  inquiries  in  the  earliest  months  of  the  war  the  Committee  succeeded, 
directly  and  indirectly,  in  creating  an  atmosphere  in  which,  as  in  no  previous  campaign,  there  has  grown  up  an 
emulation,  especially  well  marked  among  the  younger  workers,  to  improve  the  knowledge  by  which  military 
medical  work  must  be  guided.  The  natural  tendency  in  time  of  war  is  to  assume  that  research  must  stand  still 
while  existing  knowledge  is  applied  to  the  immediate  task  of  defeating  the  enemy.  Looking  back  now  upon 
three  years  of  war  in  which  the  whole  activities  of  the  nation  have  been  mobilized  we  can  see  how  effective 
from  a purely  military  point  of  view  have  been  many  of  the  advances  in  knowledge  secured  under  war 
conditions.  It  is  such  advances  of  knowledge  that  stand  out  among  the  wastage  of  war  as  benefits  of 
permanent  value  for  the  future. 

Two  other  phases  of  the  work  of  the  Medical  Research  Committee  are  likely  to  make  the  medical  history 
of  the  present  war  especially  noteworthy.  From  the  beginning  the  Committee  has  undertaken  for  the  Army 
Council  the  compilation  of  the  medical  and  surgical  statistics  of  the  war  from  the  books  of  all  hospital  units  at 
home  and  abroad,  and  in  supplement  to  this  has  arranged  for  the  classification  and  indexirfg  of  the  “medical 
case-sheets”  of  all  sick  and  wounded.  Scientific  methods  only  recently  developed  have  been  applied  to  the 
collection  and  analysis  of  the  medical  statistics.  It  will  take  many  years  to  finish  this  work,  but  the  complete 
Card  Index  of  all  sickness  and  casualties  which  is  now  being  formed,  as  a preliminary  to  the  future  use  of 
modern  methods  of  sorting  and  analysis,  will  remain  after  the  completion  of  military  medical  statistics  an 
invaluable  reference  index  for  the  checking  of  those  claims  upon  the  State  which  must  be  expected,  during  this 
and  the  next  generation,  in  respect  of  future  disability  alleged  to  be  the  secondary  result  of  war  service. 

A special  characteristic  of  this  war,  novel  in  the  experience  of  the  British  Army  Medical  Service,  is  that 
the  nearness  of  the  chief  fighting  area  and  modern  methods  of  rapid  transport  have  made  it  possible  quickly 
to  transfer  wounded  from  the  front  to  home  hospitals  by  ambulance  trains  and  by  hospital  ships  on  the 
narrow  seas.  These  conditions  have  combined  to  bring  about,  speaking  generally,  the  concentration  in  France 
of  early  medical  and  surgical  treatment  and  of  later  treatment  in  hospitals  in  the  United  Kingdom.  An  official 
mechanism  was  needed  to  link  up  these  two  stages  of  treatment.  Workers  in  France  urgently  needed  the 
knowledge  to  be  derived  from  the  prompt  collection  and  examination  of  the  later  results  of  the  methods  of 
treatment  they  were  following,  for  without  it  they  could  not  improve  them  in  the  light  of  experience.  At  the 
same  time  medical  officers  at  home  were  handicapped  by  lack  of  knowledge  of  previous  stages  of  treatment. 
The  Medical  Research  Committee  has  been  able,  with  the  sanction  and  support  of  medical  head  quarters,  to  do 
much  towards  filling  up  of  this  gap.  The  after-histories  of  cases  first  treated  in  France  are  collected  in  groups, 
according  to  official  request,  by  means  of  a post-card  and  schedule  system,  and  the  results  so  collected 
are  supplemented  by  reports  made  from  time  to  time  upon  the  basis  of  the  classified  medical  case-sheets 
in  charge  of  the  Committee.  By  these  collections  and  reports,  and  their  transmission  to  France,  precise 
knowledge  has  become  available  there  of  the  later  results  of  treatment  as  reflected  in  the  subsequent  hospital 
history  in  this  country  of  many  groups  of  cases,  as,  for  example,  wounds  of  the  abdomen  and  chest, 
amputations,  knee-joint  injuries,  and  nephritis. 


Information  of  the  greatest  practical  value  for  the  guidance  of  treatment  has  also  hem  obtain  ! by  quite 
a different  method,  namely,  the  segregation  in  this  country  of  particular  groups  of  cas .-s  n,r  intensive  study. 
The  first  example  was  the  assignment  of  neurological  cases  to  specialists  and  the  establishment  of  institution 
organized  for  the  treatment  of  the  manifold  forms  of  functional  nervous  disorders  produced  by  : ho  shocks  and 
strain  of  war.  A system  of  labels  provided,  with  official  sanction,  by  the  Committee  was  intro  lured  to  enoiro 
that  such  cases  should  be  sent  to  the  special  institutions,  and  with  it  was  coupled  a mechanism  for  the 

interchange  of  information  between  medical  officers  responsible  for  the  early  treatment  abroad  and  for  the 

later  home  treatment.  Other  groups  of  cases  segregated  for  particular  inquiries,  at  the  inst  mce  of  the 
Committee,  have  been  those  of  nephritis,  certain  gassed  cases,  cases  of  malaria,  and  men  suffering  horn 
disordered  action  of  the  heart.  In  Chapter  IX  Sir  Clifford  Allbutt,  Regius  Professor  of  Mcdicii  n in  the 

University  of  Cambridge,  in  discussing  the  investigation  of  the  significance  of  disorders  and  diseases  of  the 

heart  in  soldiers,  founds  himself  on  the  report  made  by  Dr.  T.  Lewis  to  the  Medical  Research  Committee,  wit  ;i 
regard  to  the  work  done  at  the  special  hospital  for  such  cases  established  at  Hampstead.  In  this  hospital  scientific 
investigations  are  being  pursued  which  not  only  have  at  once  led  to  important  changes  in  treatment  and  a 
great  reduction  in  the  average  duration  of  the  stay  in  hospital  of  these  cases,  but  will  be  of  permanent  value  to 
civil  medicine.  The  principle  of  specialization  for  particular  purposes  has  now  won  its  way.  Besides  its  value 
in  allowing  the  rapid  collection  of  information,  it  has  been  found  in  suitable  cases  to  encourage  increased 
energy  and  efficiency  in  treatment. 

It  has,  with  one  exception,  been  possible  to  make  only  incidental  references  to  the  elaborate 
organization  built  up  for  the  treatment  of  the  disabled  soldier  returned  to  the  British  Isles  or  to  his  overseas 
home.  The  success  attained  has  not  been  equalled  or  even  approached  in  any  previous  war.  The 
Territorial  and  other  general  military  hospitals,  originally  planned  each  to  provide  beds  for  520 
patients,  have  been  greatly  extended,  auxiliary  military  hospitals  and  convalescent  homes  have  been  set  up 
throughout  the  length  and  breadth  of  the  countries,  and  many  camps  for  physical  reconstitution  and  training 
established.  Special  institutions  have  been  organized  for  the  training  of  men  who  have  lost  sight  or  hearing 
as  the  result  of  wounds.  All  this  organization  has  been  brought  into  existence  in  order  that  the  disabled 
soldier  shall  be  helped  to  help  himself. 

The  great  importance  of  military  orthopaedic  surgery — the  surgery  of  disabilities  and  deformities'of  limbs 
resulting  from  war  wounds — justifies  the  inclusion  of  a separate  chapter  on  this  subject.  In  it  Dr.  Colin 
Mackenzie,  an  Australian  surgeon  and  anatomist,  discusses  the  object  and  the  methods  of  orthopaedics,  and 
shows  how  principles  evolved  by  the  labours  of  many  surgeons,  particularly  in  this  country  and  America,  for 
the  rectification  of  congenital  or  acquired  deformities  in  children  have  been  applied  for  the  benefit  of  the 
crippled  soldier.  In  the  second  part  of  this  chapter  he  describes  the  military  orthopaedic  hospitals  and 
auxiliary  institutions  already  at  work.  Large  as  is  the  organization  he  depicts,  it  is  being  continually  extended, 
.and  must  continue  to  grow  until  peace  is  restored.  One  of  the  difficulties  encountered  is  to  find  an  adequate 
number  of  surgeons  possessed  of  the  special-  experience  and  skill  required.  It  is  a gratifying  instance  of 
international  comity  that  when  in  this  difficulty  Sir  Robert  Jones,  the  British  Inspector  of  Military 
Orthopaedics,  appealed  to  the  orthopaedic  surgeons  of  the  United  States  to  come  over  and  help  us,  they 
organized  within  a fortnight  a body  of  twenty-two  experts,  who  at  once  came  to  England,  and,  with  the 
sanction  of  the  United  States  Government,  placed  themselves  unreservedly  at  his  disposal  to  do  duty  in 
British  military  orthopaedic  hospitals.  Hospitals  have  been  set  up  also  in  England,  Wales,  and  Scotland 
where  men  who  have  lost  an  arm  or  a leg  are  fitted  with  artificial  limbs  made  in  the  hospital  workshop. 
These  are  permanent  institutions,  and  to  them  the  men  will  be  able  to  return  at  any  time  during  their  lives, 
should  their  artificial  limbs  cease  to  fit  well  or  wear  out. 

British  medicine  by  an  appeal  to  results  is  justified  before  the  nation.  It  has  yielded  an  army  free  from 
sickness.  To  the  wounded  it  has  brought  instant  and  sustained  relief.  The  guiding  principle  through  which 
it  has  achieved  this  end  in  military  surgery,  medicine,  and  hygiene  is  disclosed  in  these  pages.  The  principle 
is  not  new,  but  it  can  never  grow  old,  for  it  is  “ ever  to  search  out  and  study  the  secrets  of  Nature  by  way  of 
experiment.” 
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CHAPTER  I. 


THE  INSTITUTES  OF  SURGERY:  AN  HISTORICAL  REVIEW. 

BY 

Sir  BERKELEY  MOYNIHAN,  C.B.,  M.S.,  F.R.C.S., 

Professor  of  Clinical  Surgery  in  the  University  of  Leeds;  Temporary  Lieutenant-Colonel  K.A.M.C. 


Men,  it  is  said,  are  apt  to  be  taken  at  their  own  valuation. 
What  is  true  of  a man  may  be  true  of  a nation.  It  is 
beyond  dispute  that  Germany,  as  a result,  in  part,  of  the 
arrogant  repetition  of  her  claim  to  intellectual  superiority 
over  all  nations,  and  in  part,  of  a tolerant  and  sometimes 
disdainful  silence  or  acquiescence  by  others,  lias  been 
accepted  almost  universally  as  the  pivot  and  centre  of  the 
world’s  thought.  My  own  realization  of  this,  in  regard  to 
surgical  matters,  was  dramatic  in  its  suddenness.  I had 
been  a student  in  Germany  years  ago,  had  lived  with 
German  students,  and  followed  closely  the  work  of  German 
surgeons  in  several  clinics.  I had  formed  my  own  conclu- 
sions as  to  the  value  of  the  German  contributions  to  sur- 
gical advancement,  and  nothing  that  has  happened  since 
the  war  began  has  altered  in  any  way  the  opinions  I then 
held.  About  five  years  ago  one  of  the  most  distinguished 
of  the  Scandinavian  surgeons,  who  had  made  a yearly 
pilgrimage  to  Germany  of  some  weeks’  duration,  came  to 
spend  his  surgical  holiday  in  England.  He  lived  with  me 
for  more  than  a month.  I had  always  known  him  as  a 
warm  advocate  of  Germany’s  methods  in  surgical  literature 
and  practice,  and  of  his  intellectual  contempt  for  most  of 
the  things  which  other  nations  had  done.  Of  the  work  of 
these  other  nations  he  had  learnt  nothing  at  first  hand ; 
the  little  he  knew  had  been  distilled  through  the  minds  of 
German  interpreters,  and  had  been  conveyed  to  him 
verbally  on  his  frequent  visits,  or  had  been  taken  from  the 
easily  accessible  German  journals  and  textbooks.  At  our 
first  breakfast  meeting  he  told  me  of  his  immense  obliga- 
tions to  Germany,  of  his  schooling  in  her  methods,  of  his 
devoted  attention  to  the  debates  of  the  German  Surgical 
Association ; and  he  went  on  to  say  that  he  felt  it  almost 
an  act  of  treachery  to  spend  his  surgical  vacation  in  any 
other  land.  And  then  he  gravely  announced  that  “ Of 
course  all  surgical  advance  in  the  last  fifty  years  lias  come 
from  Germany.”  To  that  kind  of  fervid  unrestrained 
assertion  the  most  fruitful  denial  is  given  by  a questioning 
assent.  I answered  : “ Of  course ; tell  me  of  one.”  Where- 
upon I had  to  learn  from  him  that  the  introduction  of  the 
antiseptic  system  into  practice  was  wholly  to  be  attributed 
to  German  research,  adoption,  and  advocacy.  Now  this 
claim  so  confidently  made,  and,  I hope  I may  say,  so 
utterly  shattered  in  the  debate  which  followed,  is  precisely 
the  type  of  claim  which  Germany  herself  has  always 
made.  Most  of  the  great  ideas,  she  tells  us,  originated 
with  her;  those  that  by  chance  arose  elsewhere  would 
never  have  come  to  fruition  but  for  her  acceptance,  and  for 
the  authority  with  which  thereby  they  were  endorsed. 

Antiseptics. 

Of  the  facts  as  to  the  discovery  of  the  antiseptic  system 
there  is,  of  course,  no  dispute.  They  begin  with  the  dis- 
covery in  1836  by  Latour  of  the  living  character  of  the 
yeast  ceils  by  which  fermentation  was  produced.  This 
discovery,  it  is  interesting  to  recall,  was  denied  both  by 
Liebig  and  by  Helmholtz.  The  confirmation  and  exten- 
sion of  this  work  by  Pasteur  in  1856  showed  that  putre- 
faction and  fermentation  were  the  result  of  living  particles, 
and  that  for  each  type  of  fermentation  a specific  particle 
was  necessary.  “ The  most  far-reaching  of  my  researches,” 
said  Pasteur,  “ is  simple  enough  ; it  is  that  putrefaction  is 
produced  by  living  ferments.”  He  asserted  that  the 
oxygen  of  the  air  was  not  the  cause  of  putrefaction,  as 
every  one  hitherto  had  supposed ; that,  indeed,  some  of 
the  causes  of  decomposition  could  thrive  only  in  the 
absence  of  oxygen.  This  observation,  too,  which  dis- 
tinguishes “aerobic”  from  “anaerobic”  organisms,  is  of 
the  first  importance.  It  was  these  discoveries  which 
suggested  to  Lister  the  thought  that  the  putrefactive 
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changes  in  wound  discharges  might  bo  due  to  living 
organisms,  and  that  the  exclusion  of  these  would  enable 
wounds  to  heal  without  the  formation  and  corruption  of 
purulent  discharges. 

In  1867  Lister  wrote:  “ When  it  had  been  shown  by  the 
researches  of  Pasteur  that  the  septic  propertv  of  the 
atmosphere  depended,  not  on  the  oxygen  or  any  gaseous 
constituent,  but  on  the  minute  organisms  suspended  in  it 
which  owed  tlieir  energy  to  their  vitality,  it  occurred  to 
me  that  decomposition  in  the  injured  part  might  be 
avoided,  without  excluding  the  air,  by  applying  as  a 
dressing  some  material  capable  of  destroying  the  life  of 
the  floating  particles.” 

A discovery  is  rarely  the  work  of  one  mind.  It  is  one 
observation  added  to  another  that  makes  the  super 
saturated  solution  from  which  the  crystal  of  truth  at 
last  precipitates.  Lister  never  ceased  to  give  credit  to 
Pasteur  for  his  share  in  the  work  that  led  finally  to  the 
development  of  the  antiseptic  method.  The  exploratory 
work,  the  pioneer  work,  all  that  was  original,  was  done 
therefore  by  a French  observer  and  an  English  surgeon. 
The  exploitation  of  this  work,  it  is  true,  was  almost  at 
once  eagerly  and  widely  carried  out  by  the  surgeons  of 
Germany.  The  system  was  examined,  appraised,  and 
adopted  throughout  the  whole  empire  of  Germany ; but 
so  it  was  elsewhere.  Lister  never  had  a more  ardent,  a 
more  scrupulous  and  conscientious  pupil  than  Lucas- 
Ckampionniere.  Up  to  his  death  this  veteran  French 
surgeon  carried  out  with  meticulous  care  exactly  those 
procedures  which  he  had  learnt  from  Lister.  But  the 
loud  shouting  in  support  of  the  antiseptic  treatment  came 
chiefly  from  Germany.  When  in  1875  Lister  visited  that 
country  his  progress  was  a triumph.  It  is  notorious, 
however,  that  in  carrying  the  Listerian  principles  to  their 
logical  conclusion  in  practice,  Germany  fell  far  behind 
other  countries.  In  recent  times  has  any  surgeon  visited 
Germany  to  learn  a good  technique  ? Is  it  not  true  to  say 
that  those  surgeons  of  whom  one  heard  most  in  the  world, 
great  teachers  and  writers  as  they  doubtless  were,  Avere 
lacking  in  the  very  rudiments  of  a sound  and  careful 
method?  There  was  not,  I truthfully  believe,  one  surgeon 
in  the  whole  German  empire  who  looked  upon  an  opera- 
tion as  an  experiment  in  bacteriology,  and  who  to  avoid 
infection  in  his  wounds  used  scrupulous  care  in  the 
preparation  and  manipulation  of  his  instruments  and 
materials,  who  avoided  chance  contamination,  and  who 
used  extreme  gentleness  and  delicacy  of  touch  as  modes  of 
avoiding  that  form  of  trauma  which  makes  infection  easy. 
And  the  average  display  of  a technique  called  aseptic  or 
antiseptic  was  something  immeasurably  below  the  standard 
of  some  surgeons  in  England  and  of  many  in  America. 
Even  in  the  method  they  so  ardently  exploited,  and  in  a 
field  they  claimed  as  their  own,  they  fell  far  short  of  the 
best.  This  example  is  typical  of  many.  All  modern 
surgery,  as  we  know,  dates  from  Lister.  The  difference 
between  the  surgery  of  ancient  days  and  the  surgery  we 
practise  to-day  is  expressed  in  one  word,  “ Lister.” 

Of  all  the  advances  made  in  surgery  the  most  fruitful 
and  the  most  interesting  is  that  which  depends  upon  a 
study  of  the  “pathology  of  the  living.”  Lister  made  it 
possible  to  operate  with  safety  upon  conditions  which 
threatened  life,  or  made  it  almost  unendurable — such,  for 
example,  as  ovarian  cyst.  And  by  degrees,  as  methods 
were  perfected  and  experience  wideued,  other  diseases 
could  be  attacked,  at  first  in  their  terminal  or  more 
dramatic  manifestations,  as  in  the  perforation  of  gastric  or 
duodenal  ulcers;  and  later  in  their  pathological  career  as 
disturbers  of  function  or  of  health,  before  the  later  compli- 
cations had  had  time  to  develop.  It  is  interesting  to  note 
that  the  first  surgical  attack  upon  many  diseases  afflicting 
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the  abdominal  viscera  has  been  made  when  terminal 
events  have  rudely  developed,  and  when  therefore  the 
surgical  hazards  were  greatest.  It  was  only  in  later  days 
that  the  deliberate  operations  for  initial  stages  of  the  same 
disease  were  brought  within  the  province  of  the  surgeon. 

The  Appeal  to  Nature. 

When  we  review  the  wonderful  and  varied  achievements 
of  medicine  it  is  not  easy  to  fix  a time  at  which  the  science 
and  the  art  of  surgery,  as  we  think  of  them  to-day,  began 
to  develop.  As  we  look  back  we  realize  that  it  is  because 
of  the  work  of  Vesalius  the  anatomist,  of  Harvey  the 
physiologist,  of  Morgagni  the  father  of  pathology,  and 
later  of  John  Hunter,  the  first  of  scientific  surgeons,  that 
all  subsequent  advances  were  made  possible.  From  the 
rude  efforts  of  the  early  and  mediaeval  surgeons  the  first 
real  step  forward  was  made  by  Ambroise  Pare,  who  stands 
conspicuous  above  all  his  contemporaries  at  the  time  of  the 
Renaissance.  Between  Pare  and  Hunter  probably  only  one 
surgeon  was  of  serious  consequence  in  the  progress  of  our 
art.  This  was  Richard  Wiseman,  a man  “given  to  the 
observation  of  nature,”  who  was  the  first  to  advocate  and 
practise  primary  major  amputations.  Till  the  days  of 
Hunter  surgery  produced,  it  is  true,  great  or  successful 
individual  practitioners,  but  there  was  little  or  no  progress 
in  the  scientific  work  upon  which  the  craft  must  always  be 
based. 

It  was  Hunter  in  England,  and  Bichat  in  France,  who 
went  to  original  sources  for  their  knowledge.  Hunter 
wrote  of  himself,  “I  am  not  a reader  of  books,”  and  “I 
believe  nothing  I have  not  seen  and  observed  myself.”  His 
prodigious  industry,  his  intellectual  rapacity,  his  vast  store 
of  first-hand  observation,  and  his  simple  attitude  as  a 
student  all  his  life,  are  not  equalled  in  the  history  of 
Medicine.  Harvey  had  said  of  himself  that  he  felt  it  in 
some  sort  criminal  to  call  in  question  doctrines  that  had 
descended  through  a long  succession  of  ages  and 
carried  the  authority  of  the  ancients,  but  he  “ appealed 
unto  Nature,  that  bowed  to  no  antiquity,  and  was  of 
still  higher  authority  than  the  ancients.”  With  Hunter  it 
was  quite  different.  His  eager  inquiry  was  always  for  the 
story  as  it  was  written  by  disease  upon  the  tissues  of  the 
dead  body.  His  information  was  always  first  hand, 
gleaned  from  every  source,  with  unwearying  patience  and 
untiring  zeal.  His  disregard  of  written  words  and  of 
ancient  authors  was  deplorable  no  doubt,  but  a striking 
and  authentic  characteristic  nevertheless.  His  reply, 
when  taunted  with  ignorance  of  the  classics,  is  famous : 
“ Jesse  Foot  accuses  me  of  not  understanding  the  dead 
languages,  but  I could  teach  him  that  on  the  dead  body 
which  he  never  knew  in  any  language,  dead  or  living.” 
He  was  the  born  collector,  possessed  of  an  insatiable 
appetite  for  knowing  rather  than  wondering,  and  for  seeing 
rather  than  reading  or  hearing  of  another’s  work.  No 
man  ever  suffered  less  from  the  tyranny  of  the  written 
word  ; no  man  ever  searched  more  diligently  or  in  humbler 
mood  for  those  eternal  sources  of  the  truth  upon  which 
alone  a science  of  medicine  can  be  founded,  and  from 
which  alone  it  eau  be  continually  refreshed.  Hunter 
realized,  as  Pare  and  Franco  before  him  had  done,  as 
every  great  original  thinker  since  has  done,  that  the  foun- 
dations of  true  progress  in  scientific  work  are  laid  deep, 
that  it  is  “from  the  depths,  not  from  the  heights,  that 
medicine  is  fed;  from  the  springs,  not  from  the  sky.”  The 
impetus  and  the  authority  given  to  surgical  work  by  the 
researches  of  Morgagni,  of  Bichat  and  of  Hunter  were 
incalculable.  The  time  was  gone  for  ever  when  a pure  and 
dangerous  empiricism  could  be  practised ; surgery  became 
a rational  procedure,  and  its  new  ventures  were  held  in 
restraint,  as  we  now  realize,  only  by  the  fear,  or  rather 
the  certainty,  of  inflammatory  complications  more  im- 
mediately dangerous  than  the  disease  from  which  relief 
was  sought. 

For  tiie  groundwork  of  medicine  and  of  surgery,  there- 
fore, Germany  was  in  no  degree  responsible.  It  was 
Vesalius  of  Brussels  who  laid  solid  the  foundation  of 
anatomy,  iu  a treatise  remarkable  alike  for  the  accuracy 
of  the  descriptions  and  for  the  beauty  of  the  illustrations, 
which  came  perhaps  from  the  studio  of  Titian.  It  was 
Harvey,  our  own  countryman,  who,  by  his  immortal  dis- 
covery, swept  away  the  decaying  fragments  of  Galenism,and 
made  possible  all  later  researches  in  physiology.  It  was 
Morgagni,  the  Italian,  who  brought  together  the  statics 


and  dynamics  of  medicine,  who  founded  pathology,  the 
science  of  the  causes  of  error  iu  the  working  of  the  human 
machine,  and  who  explained  symptoms  by  assigning  them 
to  structural  alterations  in  the  several  organs  of  the  bodv. 
It  was  Hunter  who  changed  surgery  from  a handicraft  to 
an  art  based  upon  an  accurate  knowledge  of  diseased 
tissues,  who  first  made  of  surgery  a science.  It  was 
Pasteur,  the  Frenchman,  who  guided  Lister  to  his  dis- 
covery of  antiseptic  surgery,  which  has  changed  the  whole 
history  of  our  science  and  craft.  It  was  Morton  and 
Warren  of  Boston,  and  Simpson  of  Edinburgh,  who,  by 
the  discovery  of  ether  and  of  chloroform,  robbed  surgery  of 
its  agony  and  horror  and  made  it  accessible  as  well  as 
possible.  To  all  these  weighty  matters,  to  all  the  in- 
dispensable achievements  without  which  medicine  could 
have  made  no  advance,  it  is  the  simple  truth  to  say  that 
Germany  gave  nothing. 

Abdominal  Surgery. 

The  first  great  surgical  adventure  of  modern  times  was 
concerned  with  the  removal  of  ovarian  cysts.  The  history 
of  ovariotomy  is  well  known,  but  will  bear  at  this  moment 
a brief  repetition.  Removal  of  the  ovaries  in  animals  and 
iu  aborigines  has  been  practised  from  prehistoric  times. 
I11  the  literature  of  the  middle  ages  several  curt  references 
were  made  to  “dropsical  ovaries”;  and  opinions  w'ere 
expressed  that  operative  measures  might  sometimes  be 
undertaken  with  a remote  chance  of  cure.  The  first 
successful  case  was  operated  upon  in  1701  by  Houston  of 
Glasgow  the  patient  lived  till  1717.  John  Hunter  wrote 
in  1785  : “ I cannot  sec  any  reason  why,  when  the  disease 
can  be  ascertained  in  an  early  stage,  we  should  not  make 
an  opening  into  the  abdomen  and  extract  the  cyst  itself.” 
Before  this  William  Hunter  had  written,  in  1762:. “It 
has  been  proposed  by  modern  surgeons,  deservedly  of 
the  first  reputation,  to  attempt  a radical  cure  by 
incision  or  suppuration,  or  by  excision  of  the  cyst.” 
The  first  surgeon,  however,  to  w'hom  the  world’s  credit 
and  applause  are  due  for  establishing  the  ojjeratiou  as  a 
proper  and  safe  procedure  wras  McDowell  of  Kentucky, 
an  old  pupil  of  John  Bell  in  Edinburgh,  by  whose  teaching 
he  was  inspired.  McDowell’s  first  case  was  operated  upon 
in  1809;  the  patient  lived  till  1814.  Between  1809  and  his 
death  in  1830  McDowell  operated  upon  ovarian  tumours  in 
thirteen  cases,  and  it  is  known  that  eight  patients  re- 
covered. After  his  day  the  operation  fell  into  disrepute, 
and  the  failures  were  so  many  that  Baker  Brown  aban- 
doned the  operation,  saying:  “ It  was  of  no  use,  peritonitis 
would  always  beat  one.”  It  was  after  his  return  from  the 
Crimea  that  Spencer  Wells,  an  old  pupil  of  the  Leeds 
Infirmary,  upon  his  appointment  to  the  Samaritan  Hos- 
pital, began,  in  1858,  that  series  of  operations  which  firmly 
established  the  surgical  treatment  of  ovarian  tumours  in 
favour,  and  by  its  success,  and  by  the  influence  it  had  upon 
the  treatment  <Si  other  intraperitoneal  conditions,  opened 
up  the  whole  field  of  abdominal  surgery.  The  opposition 
to  the  surgical  treatment  of  ovarian  cysts  was,  as  is  well 
known,  of  the  most  bitter  and  inveterate  kind,  but  Spencer 
Wells,  by  his  simplicity  of  character,  his  unwavering 
integrity,  and  his  sweet  reasonableness  in  argument,  wore 
down  all  antagonism.  In  the  year  1880 — that  is,  in  twenty- 
two  years — he  had  operated  upon  1.000  cases,  of  which 
768  recovered.  During  the  first  five  years  one  patient  died 
in  every  three  operations  ; in  the  last  two  years  one  patient 
died  in  every  ten.  Writing  in  1882  Spencer  Wells  said, 
“ In  Germany  until  quite  recently  ovariotomy  was  scarcely 
talked  or  thought  of.”  Billroth,  in  a lecture  on  ovario- 
tomy, said  of  Spencer  Wells,  " 1 shall  willingly  regard 
myself  during  my  lifetime  as  his  scholar.”  It  is 
astonishing  to  recall  that  Spencer  Wells's  early  success 
was  achieved  before  the  introduction  of  antiseptic  surgery. 
In  the  edition  of  his  work  on  Ovarian  and  Uterine 
Tumours,  published  in  1882,  he  endeavours  to  estimate  the 
difference  in  the  mortality  and  morbidity  of  his  cases 
as  a result  of  tha  introduction  of  Lister's  methods.  It  is 
therefore  true  to  say  that  the  whole  of  the  immense  pro- 
gress that  abdominal  surgery  and  internal  medicine  have 
made  iu  the  last  thirty  years  has  been  due  to  the  impulse 
and  the  investigations  of  these  two  English  surgeons, 
Spencer  Wells  and  Lister.  In  all  the  pioneer  work  which 
made  possible  the  infinite  achievements  of  modern  abdo- 
minal surgery,  the  contribution  of  Germany  was  precisely 
nothing.  What  part  has  she  played  in  the  later  progress  ? 
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Let  us  take  for  a first  inquiry  the  surgery  of  the  gall 
bladder.  The  fullest  account  of  the  history  of  this  extra- 
ordinarily interesting  adventure  in  surgery  is  given  by 
many  German  authors,  of  whom  Langenbuch  is,  perhaps, 
the  chief.  On  page  after  page  of  the  story  as  told  by  him 
reference  is  made  to  the  priority  of  German  surgeons,  and 
pride  in  German  achievements  is  openly  and  frequently  ex- 
pressed. A chapter  of  this  author  does  duty  not  only  as 
a contribution  to  the  history  of  surgery  but  as  a political 
pamphlet  also.  And,  like  much  in  the  literature  of  politics, 
it  is  found  on  close  examination  to  be  acutely  controversial, 
when  it  is  not  false.  What  are  the  facts  ? The  first 
attempt  to  deal  surgically  with  the  gall  bladder  was  made 
experimentally  by  Zambeccari  in  1630.  This  observer 
ligatured  the  cystic  artery  and  duct  in  a dog  and  removed 
the  gall  bladder.  Two  months  later  the  dog  was  killed, 
and  to  the  ligatured  stump  omentum  and  small  intestine 
were  found  adherent.  To  Jean  Louis  Petit  in  1743  is  to 
be  attributed  the  first  suggestion  of  the  surgical  treatment 
of  a distended  gall  bladder,  and  the  first  considered  attempt 
to  deal  operatively  with  it  during  the  life  of  the  patient. 
Over  a century  later,  in  1859,  Tliudichum,  in  a paper  on 
the  “ Pathology  and  treatment  of  gall  stones,”  wrote  : “ In 
decided  cases  the  surgeon  should  consider  the  propriety  of 
planning  and  performing  an  operation  for  the  extraction 
of  these  foreign  bodies  either  in  a direct  manner  or  by 
forming  a biliary  fistula  and  adopting  a lithotriptic  pro- 
ceeding.” In  1876  Tliudichum  and  Maunder  again  broached 
the  subject,  and  in  1878  Handheld  Jones  also  proposed 
operation  to  a patient  suffering  from  cholelithiasis.  In 
the  year  1867  an  American  surgeon,  Dr.  Bobbs,  operated 
ir:on  a case  of  abdominal  tumour,  diagnosed  as  probably 
one  of  ovarian  cyst.  The  tumour  proved  to  be  a gall 
bladder,  upon  which  Bobbs  performed  “lithotomy,”  re- 
moving several  stones.  But  it  is  to  Marion  Sims  that  the 
credit  is  to  be  given  for  the  first  formulation  of  the  opera- 
tion of  cliolecystotomy ; the  deliberate  planning  and  the 
practical  accomplishment  of  a procedure  so  carefully 
designed  and  so  thorough  that  Lawson  Tait  wrote,  “ The 
entire  possibilities  of  the  treatment  of  gall  stones  and 
distended  gall  bladder  are  exhausted  in  Dr.  Marion  Sims’s 
original  paper.” 

The  first  operation  successfully  performed  in  two  stages 
is  to  be  credited  to  Kocher,  who  in  1878  opened  the 
abdomen,  packed  round  the  gall  bladder  with  Lister’s 
gauze,  and  six  days  later,  when  a barrier  of  adhesions 
had  formed,  opened  the  gall  bladder  and  emptied  it  of 
stones. 

An  examination  of  all  the  lengthy  literature  of  this 
subject,  however,  leaves  one  in  no  doubt  that  the  most 
conspicuous  merit  for  the  pioneer  work  attaches  to 
Lawson  Tait.  It  was  he  who,  basing  his  work  upon  the 
case  of  Marion  Sims  (a  case  of  common  duct  obstruction, 
with  jaundice,  which  proved  fatal  in  a few  days  from 
haemorrhage),  made  of  cliolecystotomy  a safe  operation. 
Probably  no  operation  of  equal  difficulty  and  severity  was 
ever  ushered  into  the  world  with  so  marvellous  a series  of 
successful  cases.  In  1884  Tait  wrote:  “ I have  performed 
the  operation  thirteen  times,  and  all  recovered.”  Up  to 
the  end  of  1884  there  had  been  performed  in  all  the 
world  twenty-eight  operations,  of  which  Lawson  Tait  did 
thirteen.  Of  the  first  104  cases,  he  had  operated 
upon  56;  the  whole  of  Germany  then  claimed  9 cases. 

Cholecystectomy,  the  safe  possibility  of  which  had  been 
shown  experimentally  two  and  a half  centuries  before, 
was  first  performed  on  July  15th,  1882,  by  Langenbuch. 
This  is  a very  valuable  addition  to  the  resources  of  the 
surgeon  and  its  originator  may  well  have  had  a legitimate 
pride  in  its  inauguration.  We  cannot,  however,  hope  to 
pay  to  his  memory  the  luscious  compliment  he  paid  him- 
self in  the  arrogant  Prussian  fashion  and  at  inordinate 
length.  If  it  is  the  only  original  contribution  of  Germany 
to  the  surgery  of  the  biliary  system,  it  is  in  truth  a con- 
siderable one. 

In  the  later  developments  France,  England,  and  America 
may  claim  that  they  have  played  the  greater  part.  To 
them  are  due  not  only  those  advances  along  the  frontier  of 
medicine  which  have  disclosed  to  us  the  early  symptoms 
of  cholelithiasis,  but  also  those  technical  perfections 
which  have  made  precocious  interference  the  safest  and 
most  prudent  of  all  modes  of  treatment.  Over  against 
this  recent  work  what  has  Germany  to  show '?  She  has 
one  man  of  large  experience  to  put  forward — Kehr,  and 
he  is,  indeed,  a typical  representative  of  his  country. 


Kehr  has  been  a prolific  writer  and  has  published  very 
full  accounts  of  Lis  technique  and  results.  Kehr  ad vi  • 
operation  where  there  is  obstruction  of  the  cystic  duct, 
infection  of  the  gall  bladder  or  du<  s,  or  when  torn 
arrested  in  the  common  bile  duet.  A great  many  of  the 
indications  accepted  by  surgeons  in  other  countries  are 
omitted.  For  the  purpose  of  access  to  the  parts  he  has 
devised  an  incision,  the  Wellenschnitt ; of  great  length, 
it  begins  in  the  epigastrium  below  the  ensiform  carti- 
lage,  extends  downwards  towards  the  umbilicus,  then 
across  the  right  rectus  transversely  for  2 in.,  and, 
finally,  vertically  down  the  rectus  for  3 in.  to  4 in.  A 
very  free  exposure  results.  In  all  cases,  or  almost 
all,  the  gall  bladder  is  removed,  and  the  hepatic  duct 
drained,  often  by  a tube  of  T-shape,  one  arm  of  which  goes 
upwards  to  the  liver,  the  other  downwards  to  the  duo- 
denum. The  methods  throughout  are  crude,  coarse,  heavy- 
handed,  lacking  everything  in  the  way  of  daintiness  and 
refinement.  This  is  expressed  in  the  results,  in  which  the 
mortality  and  morbidity  are  excessive.  So  far  as  the 
purely  intellectual  side  of  the  work  is  concerned,  in  all 
Kefir's  writings  there  is  nothing  at  first  hand.  The 
inquiry  as  to  the  inaugural  symptoms  of  cholelithiasis,  the 
question  of  the  early  recognition  of  the  presence  of  stones, 
the  association  of  gall  stones  with  other  abdominal  dis- 
eases, appendicitis,  intestinal  stasis,  in  the  relation  of 
effect  and  cause — of  these  matters  there  is  rarely  an 
original  observation.  There  is  the  same  academic  com- 
pleteness of  exposition  which  we  find  in  all  German  work  ; 
full,  indeed  tedious,  accounts  of  anything  and  everything, 
wearisome  prolixity;  but  the  facts  and  records  are  there  in 
full.  The  only  original  piece  of  work  done  in  the  whole 
realm  of  cholelithiasis,  in  recent  years  in  Germany,  is 
that  upon  the  formation  of  gall  stones,  by  Aschoff  and 
Bacmeister ; it  is  important  and  accurate,  but  it  touches 
only  the  fringe  of  the  larger  question  of  cholesterinaemia, 
in  which  the  chief  work  has  been  done  by  the  French. 

What  is  the  history  of  the  surgery  of  the  stomach  ? The 
earliest  account  of  gastric  ulcer  was  given  by  Matthew 
Baillie  in  1798.  It  is  true  that  the  disease  is  mentioned 
both  by  Galen  and  Celsus,  and  that  there  are  records  of 
probable  cases,  when  haemorrhage  or  perforation  occurred' 
or  fistula  into  the  stomach  developed,  as  early  as  the 
sixteenth  century.  But  the  first  clear  and  illustrated 
anatomical  description,  accompanied  by  clinical  histories, 
was  given  by  Baillie.  It  is,  however,  to  Cruveilliier,  who 
wrote  in  1829  and  1830,  and  up  to  the  year  1838,  that  we 
give  credit  for  the  first  full  and  accurate  descriptions  of 
the  pathology  and  clinical  manifestations  and  treatment 
of  this  disease.  These  descriptions  are  in  the  tenth  and 
twentieth  parts  of  his  splendidly  illustrated  work  on 
pathological  anatomy.  To  Cruveilhier  the  famous  German 
physician  Ewald  attributed  the  first  careful  and  compre- 
hensive description  of  gastric  ulcer,  and  said  that  he  “ was 
the  first  to  raise  the  gastric  ulcer  from  a curiosity  of  the 
autopsy  table  to  the  dignity  of  a definite  and  recognizable 
pathological  condition.”  In  the  year  1835  Cruveilhier  gave 
the  first  suggestion  of  the  development  of  cancer  from  a 
simple  ulcer. 

The  earliest  records  of  duodenal  ulcer  are  found  in 
connexion  with  stray  cases,  or  in  those  where  perforation 
or  haemorrhage  had  occurred  and  caused  death.  The 
earliest  mention  was  by  Travers  in  1817.  Abercrombie  in 
1830  gave  the  first  connected  account  of  the  disease,  and 
recorded  a few  cases.  In  1894  the  first  successful  case  of 
operation  for  a perforated  ulcer  was  recorded  by  H.  P. 
Dean  of  London.  In  1900  Weir  of  New  York  gave  an 
excellent  summary  of  all  the  cases  of  perforation  then  on 
record.  But  of  duodenal  ulcer  as  a cause  of  continued  or 
recurrent  dyspepsia,  or  as  a pathological  lesion  to  which 
were  attached  a series  of  symptoms  capable  of  recognition 
during  life,  there  is  nothing.  The  first  ascription  of  a 
group  of  symptoms  to  the  definite  structural  lesion  in  the 
duodenum  is  to  be  placed  to  the  exclusive  credit  of  English 
medicine. 

The  development  of  the  surgery  of  the  stomach  has 
been  one  of  the  most  brilliant  and  most  fascinating  of  all 
the  recent  conquests  of  our  art.  So  long  ago  as  1810  it 
had  been  shown  by  Merrem  that  the  removal  of  a part  of 
the  stomach  in  dogs  could  be  followed  by  recovery.  This 
experiment  was  repeated  and  multiplied  in  1876  by 
Gussenbauer  and  Winiwarter.  It  is,  however,  to  a French 
surgeon,  a most  dexterous  operator,  that  the  credit  is  due 
for  the  first  attempt,  albeit  unsuccessful,  to  remove  a part 
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of  the  stomach  for  cancer.  On  April  9th,  1879,  Pean  of 
Paris  carried  out  the  first  pylorectomy  for  malignant 
disease.  The  operation  was  repeated,  again  with  a fatal 
result,  by  Rydygier  in  1880.  It  was  on  February  8th, 
1881,  that  Billroth  in  Vienna  performed  the  first  success- 
ful gastric  resection  for  carcinoma.  I have  seen  the 
specimen,  which  consists  of  the  pyloric  end  of  the  stomach; 
it  measures  about  3 in.  in  length  in  its  present  state.  It  was 
the  work  of  Billroth  and  of  his  assistants  Mikulicz  and 
Woltier  that  proved  the  surgical  treatment  of  carcinoma  of 
the  stomach  to  be  feasible.  Billroth  clearly  laid  down  the 
principles  and  the  technical  details  to  be  observed  in  all 
gastric  operations.  All  later  work  was  made  possible  by 
his  work,  and  we  may  safely  reckon  his  contribution  to 
this  branch  of  surgery  as  the  finest  of  the  many  notable 
achievements  in  the  life  of  this  great  surgeon.  It  fell  to 
Woltier,  while  assistant  to  Billroth,  to  perform  the  first 
operation  of  gastro  enterostomy,  on  September  27th,  1881. 
The  patient  suffered  from  a malignant  obstruction  of  the 
pylorus,  and  it  was  Wolfler’s  intention  to  perform  resection. 
This  was  found  impossible,  and  the  abdomen  was  about  to 
be  closed  when  Nicoladoni* who  was  assisting,  suggested 
that  the  jejunum  should  be  united  to  the  stomach  and  au 
opening  between  the  two  viscera  made  to  relieve  the 
pyloric  obstruction  caused  by  the  growth.  The  original 
operation  was  of  the  “anterior”  type.  Union  of  the 
jejunum  into  the  posterior  surfaces  of  the  stomach  was 
first  suggested  by  Courvoisier  of  Basle,  and  von  Hacker  of 
Innsbruck. 

The  great  surgical  accomplishments  in  the  last  quarter 
of  a century  have  been  concerned  with  the  simple  diseases 
of  the  stomach,  with  chronic  ulcer  and  its  complications. 
The  first  gastro-cnterostomy  for  chronic  obstructive  ulcer 
was  performed  in  1892  by  Doyen  of  Paris.  It  is  to  the 
advocacy  and  to  the  marvellous  technical  skill  of  this 
surgeon  that  we  must  attribute  the  general  recognition  of 
the  value  of  surgical  measures  in  cases  of  chronic  gastric 
disease  and  the  recognition  of  gastro-cnterostomy  as  a 
“drainage  operation.”  The  surgery  of  perforating  ulcer 
of  the  stomach  began  with  Mikulicz,  whose  first  suggestion 
dates  from  1880.  Between  the  years  1885  and  1893 
Mikulicz  operated  upon  thirty-five  cases  with  thirty-four 
deaths.  This  is  to  be  considered,  taking  into  accouut  the 
early  period  of  this  work,  as  the  saving  of  one  life,  rather 
than  the  loss  of  many. 

The  literature  emitted  by  Germany  upon  the  subject  of 
gastric  diseases  is  vast  in  quantity,  prolix  and  turgid  in 
style,  lacking  insight  and  interest,  and  almost  utterly 
devoid  of  inspiration  or  original  thought.  It  is,  however, 
a complete  rt  cord  of  the  progress  made  and  of  the  know- 
ledge gained  by  all  the  workers  in  every  corner  of  the  field. 
The  Germans  are  seen  in  their  most  characteristic  phase 
as  gleaners  and  harvesters.  The  seed  has  been  sown  by 
others;  it  is  they  who  have  guarded  the  crop,  garnered  it, 
gleaned  every  straw  of  it,  and  stored  it  in  vast  and  ugly 
chambers.  Gastric  ulcer  is  a comparatively  rare  disease, 
of  few  but  clear-cut  symptoms.  Around  this  simple  matter 
the  German  clinicians  have  weaved  a web  of  rhetoric 
which  has  encumbered  it  and  swathed  it  beyond  recogni- 
tion. And  they  have  borrowed  freely  from  a riotous  but 
rank  imagination  berelt  of  facts,  and  have  insulted  the 
intelligence  of  those  who  could  not  agree  with  them.  The 
literature  of  Germany  on  such  a subject  as  gastric  ulcer 
reminds  me  irresistibly  of  Hans  Andersen’s  delightful 
story  of  the  “ Emperor’s  New  Clothes.”  Around  this 
simple  disease  their  physicians  weaved,  with  unceasing 
industry,  garments  of  a material  every  thread  of  which 
they  declared  to  be  of  the  rarest  and  finest  quality,  they 
told  all  the  world  of  the  beauty  and  superb  texture  of  these 
royal  robes ; so  confident  and  magisterial  were  their  loud 
assertions  and  so  complete  the  trickery  by  which  they 
imposed  upon  all  spectators,  saying  that  only  those  of 
virtue  could  see  the  wonderful  garments,  that,  as  in  the 
story,  the  crowd  was  humbly  acquiescent.  But  at  last  the 
little  child,  the  surgeon, came  along  and  cried  : “ But  he  has 
got  nothing  on.”  And  the  whole  artificial  fabric  was  torn 
away,  and  the  imperial  ulcer  was  seen  for  what  it  was  in 
all  its  naked  ugliness. 

Surgery  of  the  Brain  and  Cord. 

The  development  and  progress  of  cerebral  surgery  in  the 
last  century  would  certainly  be  considered  by  the  older 
physicians,  could  they  learu  of  it,  as  the  most  incredible 


achievement  of  all.  To  them  the  skull  and  its  contents 
were  sacred  and  inviolable.  Aristotle  had  spoken  dis- 
paragingly of  the  brain,  saying  it  was  a mere  cooling 
apparatus,  and  trephining  operations  had  been  not  un- 
common even  in  prehistoric  times.  But  by  the  mediaeval 
physicians  the  brain  was  looked  upon  as  the  seat  of  the 
soul,  and  no  profane  hand  might  be  laid  upon  it.  When, 
however,  the  Renaissance  came,  with  its  astonishing 
development  of  physical  science  as  well  as  of  art,  the  work 
of  Moudinus  and  Vesalius  opened  the  path  for  all  later 
explorers.  What  Harvey  achieved  for  physiology  was 
almost  equalled  by  the  work  of  Thomas  Willis  on  the 
nervous  system.  As  Victor  Horsley  said,  these  researches 
“ exhibit  an  extraordinary  grasp  of  the  function  (and  its 
corresponding  relation  to  structure)  of  the  nervous  system 
generally.”  Willis’s  work  ought  to  have  abolished  for  ever 
the  old  mystical  beliefs  as  to  the  function  of  the  brain. 
He  was  the  first  to  allocate  definite  functions  to  distinct 
parts  of  the  nervous  system  and  to  assert  that  the  excita- 
tion of  the  cerebral  cortex  passed  into  the  substance  of  the 
brain  and  thence  into  the  spinal  cord  and  nerves.  The 
work  of  Thomas  Willis  was,  unhappily,  ignored  completely, 
though  as  we  look  back  upon  it  wev  are  inclined  to  agree 
with  Horsley,  who  wrote  “that  it  was  due  to  Willis  that 
probably  the  greatest  advance  gained  in  psychology  ever 
since  it  became  a science,  the  localization  of  function  to 
distinct  parts  of  the  nervous  system,”  was  made.  The 
first  of  those  who  sought  by  the  method  of  experimental 
research  to  discover  the  secret  of  the  functions  of  the  brain 
was  Flourens  in  1826.  His  investigations  dealt  both  with 
the  cerebrum  and  the  cerebellum,  aud  were  of  high 
value,  not  only  as  examples  of  a new  method,  but  also 
because  of  the  positive,  though  limited,  conclusions  upon 
many  matters,  which  as  a result  of  his  work  he 
was  entitled  to  draw.  But  even  he,  writing  more 
than  a century  and  a half  after  Willis,  asserted  that 
the  brain  worked  as  a whole,  and  that  separate  specific 
functions  could  not  be  allotted  to  its  several  constituent 
parts.  Indeed,  the  universally  accepted  opinion  up  to  the 
year  1861  was  that  the  brain  acted  as  other  organs  acted, 
its  function  being  carried  out  by  au  equal  working  of  all 
its  parts.  In  this  year  Broca,  as  the  result  of  his  inquiries 
iuto  the  pathological  anatomy  of  certain  cases  of  aphasia, 
came  to  the  conclusion  that  the  faculty  of  articulate  speech 
depended  upon  the  integrity  of  a definite  and  limited  area 
of  the  cerebral  cortex.  Broca’s  discovery  was  revolu- 
tionary ; it  involved  a complete  reversal  of  former  opinions 
aud  judgements,  and  it  opened  up  afresh  the  whole  ques- 
tion of  the  function  of*the  cortex  of  the  brain.  Hughlings 
Jackson  iu  1869  was  the  first  to  assert  that  the  convolu- 
tions of  the  brain  could  be  divided  up  into  separate  areas, 
each  having  its  own  restricted  and  unchangeable  function. 
He  based  his  opinion  upon  observations  made  to  correlate 
the  clinical  symptoms  manifested  during  the  life  of  the 
patient  with  the  organic  lesions  of  the  brain  discovered 
after  death.  In  1870  Fritsch  and  Hitzig  demonstrated  by 
animal  experiments  that  by  the  electrical  stimulation  of 
certain  areas  unou  the  cortex  co-ordinated  movements,  in 
distinct  groups  of  muscles,  on  the  opposite  side  of  the  body, 
could  be  produced.  These  observations  were  important, 
but  the  work  of  supreme  significance  in  cerebral  localiza- 
tion was  done  by  Ferner,  and  published  in  1873.  Ferrier’s 
researches  were  undertaken  to  test  experimentally  the 
conclusions  reached  upon  clinical  and  pathological  grounds 
by  Hughlings  Jackson.  The  result  is  known  to  all  the 
world.  Ferrier’s  investigations  established  firmly  and 
finally  the  knowledge  that  there  are  points  in  the 
cortical  matter  of  the  brain  definitely  related  to  the 
motor  and  sensory  functions  of  certain  parts  of  the 
body.  The  way  now  was  cleared  for  the  surgeons, 
for  Lister  had  afforded  them  safety,  and  liugli- 
lings  Jackson  and  Ferrier  gave  them  guidance.  The 
pioneer  work  in  this  direction  was  exclusively  of 
British  origin.  One  of  the  most  dramatic  occurrences  in 
the  whole  history  of  surgery  must  surely  have  been  the 
reading  on  August  9th,  1888,  of  a paper  on  the  “Surgery 
of  the  brain  and  spinal  cord  ” by  W.  Macewen  of  Glasgow. 
Cerebral  surgery  seemed  to  spring  Minerva- like  iuto  the 
world,  complete  at  every  point.  Macewen  told  of  bis  first 
case  in  July,  1876;  it  occurred  in  a boy  who  developed  an 
abscess  in  the  immediate  vicinity  of  Broca’s  lobe,  as  the 
result  of  an  injury  to  the  skull.  Consent  was  not  given 
to  the  operation  urged  by  Macewen,  notwithstanding  the 
assumption  by  himself  of  the  sole  responsibility  of 
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advising  and  performing  the  operation  ; and  the  boy  died. 
Macewen  tells  how  “ after  death  the  friends  acquiesced  in 
the  proposal  to  have  the  operation  performed  just  as  it 
would  have  been  had  permission  to  do  so  been  granted 
during  life.  The  skull  was  trephined,  the  brain  exposed, 
and  an  instrument  was  introduced  through  the  third 
frontal  convolution  for  half  an  inch,  when  pus  flowed 
through  the  incision,  proving  the  accuracy  of  the  diagnosis 
and  giving  poignancy  to  the  regret  that  the  operation  had 
not  been  permitted  during  life.  The  abscess,  about  the 
size  of  a pigeon’s  egg,  was  situated  in  the  white  matter  of 
the  bases  of  the  second  and  third  frontal  convolutions.” 
In  this  case  the  precise  spot  in  the  brain  which  the  abscess 
occupied  was  accurately  determined  from  the  localizing 
phenomena  induced  by  the  focal  lesion. 

Macewen’s  first  successful  cases — one  of  abscess  and  one 
of  tumour  of  the  frontal  lobe — occurred  in  1879.  In  the 
paper  to  which  I have  referred  there  were  recorded  21 
cerebral  cases  (exclusive  of  fracture  of  the  skull  with 
brain  lesions),  with  18  recoveries  and  3 deaths.  Of  those 
who  died  all  were  in  extremis  when  operated  upon.  At 
the  time  the  paper  was  read  16  of  the  18  were  still  alive ; 
one  had  died  eight  years  after  operation,  and  one  forty- 
seven  days  after  operation  of  tuberculous  enteritis. 

The  record  of  the  work  achieved  by  this  surgeon,  working 
alone  upon  new  problems  and  in  a new  field  long  before 
other  minds  had  begun  to  stir,  is  one  of  the  greatest 
triumphs  in  the  history  of  scientific  surgery.  In  the  year 
1884  Bennett  and  Godlee  reported  a case  of  cerebral 
tumour  treated  by  operation,  and  in  1886  Victor  Horsley 
reported  three  cases  of  cerebral  surgery  to  the  British 
Medical  Association. 

Great  Britain  may  therefore  make  an  undeniable  claim 
to  priority  in  respect  both  of  the  scientific  work  which 
made  operation  upon  the  brain  possible  and  purposeful 
and  of  the  procedures  by  which  such  operations  were 
carried  out  with  safety  and  accuracy.  Germany  here 
also  has  been  a follower,  not  a founder.  Her  entrance 
into  this  field  was  of  later  date  than  that  of  the  British, 
French,  and  Italian  physicians  and  surgeons,  but  her 
work  in  it  has  been  arduous  and  helpful. 

The  development  of  the  surgery  of  the  spinal  cord  was 
also  dependent  upon  early  experimental  research.  Galen, 
as  is  well  known,  had  shown  that  there  must  be  nerves 
of  sensation  and  nerves  of  motion.  Willis  had  made  it 
certain  that  the  nerves  did  convey  sensation  “ and  instincts 
to  movements,”  but,  as  Sir  Victor  Horsloy  says,  “ no 
further  determination  as  to  the  particular  part  of  the 
nervous  system  which  might  be  occupied  in  providing  for 
such  transmission  of  sensations  and  movements  was  made 
until  1811,  when  Sir  Charles  Bell,  by  his  numerous  investi- 
gations, was  led  to  believe  that  separate  parts  of  the  brain 
and  spinal  cord  subserved  these  two  functions.”  Sir 
Charles  Bell  knew,  of  course,  that  the  spinal  nerve  had 
two  roots,  anterior  and  posterior ; he  found  by  experi- 
ments that  it  was  irritation  of  the  anterior  roots  only  that 
gave  rise  to  the  movements  of  the  muscles.  He  says : 
“ I now  saw  the  meaning  of  the  double  connexion  of  the 
nerves  with  the  spinal  marrow.”  Bell’s  work  was  the  first 
to  prove  that  there  was  undoubtedly  a principle  of  localiza- 
tion of  function  in  the  nervous  system.  When  it  had  once 
been  shown  that  this  localization  of  function  existed  in  the 
conducting  nerve  channels  it  was  not  difficult  to  see  that 
the  same  difference  must  exist  in  those  central  parts 
to  which,  and  from  which,  the  nerves  must  pass.  The 
surgery  of  the  spinal  canal  was  inaugurated  by  Sir  Victor 
Horsley,  who  in  1887  was  the  first  to  open  the  spinal  dura 
mater  and  to  remove  a tumour  of  the  cord.  In  December, 
1888,  Bennett  first  divided  the  posterior  nerve  roots  in  a 
case  of  inveterate  sciatica.  In  1889  J.  L.  Faure  performed 
the  same  operation  for  the  relief  of  agonizing  pain  in  a 
case  of  cancer  of  the  uterus.  Foerster’s  operation,  the 


division  of  the  posterior  spinal  nerve  roots  for  the  treat- 
ment of  gastric  crises  and  spastic  paralysis,  based  largely 
upon  the  work  of  Sherrington  and  Head,  dates  from  1908. 

Conclusion. 

What,  then,  has  been  Germany’s  part  in  all  the  astound 
ing  progress  of  modern  surgery  '?  It  has  been  the  same  in 
surgery  as  in  every  other  science.  Almost  all  fundamental 
discoveries  in  science,  Dugald  Clerk  tells  us,  have  originated 
in  England,  France,  and  Italy.  In  capacity  for  original 
thought  the  German  mind  is  lacking.  The  brilliant  and 
happy  inspiration,  the  penetrating  insight,  the  new  vision 
are  things  for  which  we  seek  almost  in  vain  in  all  German 
scientific  literature.  The  fertile  new  thought  giving  a 
fructifying  impulse  to  the  work  of  others  is  rarely  indeed 
of  German  origin.  The  German  mind  is  of  quite  a different 
order.  It  is  avaricious, industrious,  methodical;  it  collects, 
if  it  does  not  accurately  appraise,  the  work  of  others.  It 
tabulates  and  registers  and  explains;  it  furnishes  an 
intricate  analysis,  and  illustrates  by  copious  reference  any 
subject  with  which  it  may  deal.  The  new  idea,  originating 
almost  always  elsewhere,  is  given  eager  hospitality,  is  dis- 
sected and  discussed  at  inordinate  length;  it  may  be  put 
into  practice  with  various  alterations  of  technical  procedure, 
and  before  long  be  claimed  as  a home  product.  For  this 
act  of  intellectual  dishonesty  many  of  the  German  writers 
were  not  to  blame;  for  a study  of  the  literature  of  almost 
any  subject  in  medicine  chosen  at  random  will  show  the 
amazing  infrequency  of  any  reference  to  the  English  or 
American  literature,  and  very  few  indeed  to  the  French. 
Thus  in  Riegel’s  work,  the  article  on  ulcer  of  the  stomach 
has  four  and  a half  pages  of  references,  seven  references 
are  to  English  writers,  five  are  to  papers  by  Riegel  himself. 
The  name  of  Brinton  is  not  even  mentioned  in  this  list, 
and  yet  it  is  probable  that  in  his  small  book  there  is  more 
of  the  truth  of  the  matter  of  gastric  diseases  than  in  all 
the  interminable  treatises  published  by  all  the  German 
physicians  since  his  death.  This  almost  exclusive 
reference  by  German  writers  to  the  works  of  their 
own  countrymen  was  greatly  helped  by  their  publishers. 
In  the  last  few  years  I have  heard  more  than  once  from 
friends  of  my  own  in  the  medical  profession  in  Italy,  in 
Spain,  and  in  Norway,  that  it  was  impossible  to  obtain 
from  an  English  or  American  publisher  a copy  of  any 
medical  work  on  approval.  A surgeon,  desirous  of  seeing 
a new  work  in  any  special  department  of  surgery,  could 
only  do  so  by  purchasing  the  book  outright  and  taking  his 
chance  as  to  the  contents  being  to  his  liking.  Any  German 
publisher  would  send  him  all  the  books  or  journals  he 
desired  to  see  on  approval.  The  copies  of  new  German 
works  on  medicine  were  always  sent  to  the  editors  of 
foreign  journals  for  review.  A new  medical  work  in 
English  was  rarely,  if  ever,  sent  to  Scandinavian  countries, 
to  Spain  or  to  Italy,  and  to  F ranee  or  to  Germany  only  in 
the  case  of  a work  of  outstanding  importance.  To  put 
this  matter  quite  briefly,  reference  could  always  and 
quite  easily  be  made  by  foreign  physicians  or  surgeons 
to  works  published  in  Germany.  It  was  difficult  to  hear 
of  English  works,  and  almost  impossible  to  obtain  them 
except  by  a speculative  purchase.  To  the  claims  which 
Germany  makes  for  intellectual  supremacy  we  may  there- 
fore, speaking  of  scientific  surgery,  retort  by  a firm  and 
flat  denial.  Not  one  single  discovery  of  the  first  im- 
portance in  the  science  or  in  the  art  of  surgery  can  be 
placed  to  the  credit  of  Germany.  Nor,  if  we  omit  the 
Semitic  element  in  the  Germany  of  to-day,  should  we 
expect  this  to  be  the  case.  For  the  German  mind  is 
deductive ; it  is  patient,  laborious,  massive ; but  it  is  not 
original.  The  German  is  not  an  innovator,  but  a reno- 
vator; not  an  explorer,  but  an  exploiter;  not  a creator, 
but  a collector. 
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In  forming  any  estimate  of  the  work  carried  * out  by 
British  pathologists  during  the  past  two  years  it  is 
necessary  to  bear  in  mind  the  position  of  medical  research 
in  this  country  when  the  war  broke  out.  The  numerous 
and  important  medical  and  pathological  discoveries  which 
have  had  their  birth  in  England  have  chiefly  been  the 
work  of  individual  men,  and  have  owed  little  to  co- 
ordinated research,  though  admirable  work  was  done  in 
the  laboratories  of  the  different  universities,  of  the  Royal 
College  of  Physicians  in  Edinburgh,  and  in  many  other 
places.  Up  to  the  year  1913  the  State  did  hardly  any- 
thing to  advance  knowledge  in  medical  science;  a small 
sum  doled  out  yearly  by  the  Local  Government  Board 
and  some  assistance  given  by  the  Colonial  Office  to 
the  Schools  of  Tropical  Medicine  represented  almost  all 
that  was  done,  though  it  would  be  unjust  to  ignore  the 
valuable  research  work  carried  out  by  the  pathological 
staff  of  the  Royal  Army  Medical  Corps.  Apart  from  the 
State,  such  endowed  institutions  as  the  Lister  Institute 
and  the  Imperial  Cancer  Research  Fund  proved  that  as  a 
race  we  were  capable  of  sustained  and  not  unfruitful  effort 
on  the  lines  of  co-ordinated  research  where  the  oppor- 
tunities for  this  existed.  Nevertheless,  individualism 
was  the  rule,  and  each  pathologist  tended  to  devote  his 
energies  to  the  research  which  happened  to  appeal  to  him 
whenever  lie  had  the  necessary  time  and  freedom  from 
financial  cares.  Even  under  these  conditions  the  output 
of  good  research  work  in  medical  science  was  by  no 
means  discreditable,  and  Englishmen  have  good  reason 
for  pride  in  the  share  which  this  country  has  taken 
in  the  advance  of  our  knowledge  of  disease  and  of  its 
treatment. 

The  Insurance  Act,  however,  promised  a revolution  in 
research.  For  the  lirst  time  the  State  set  aside  a con- 
siderable annual  sum,  between  fifty  and  sixty  thousand 
pounds  a year,  for  the  express  purpose  of  advancing 
medical  knowledge,  and  the  Act  organized  machinery  for 
its  intelligent  expenditure.  The  guiding  hand  was  exer- 
cised by  a body  of  nine  persons,  the  Medical  Research 
Committee,  established  in  1913,  and  carefully  chosen  from 
amongst  those  known  to  have  the  power  of  organizing 
research  or  distinguished  in  its  prosecution.  Much  time 
and  thought  were  expended  by  this  committee  in  elabo- 
rating their  schemes  of  action,  but  scarcely  had  the 
machinery  begun  to  move  when  the  war  broke  out  and 
interrupted  most  of  their  projects. 

A gigantic  war,  carried  out  under  conditions  largely 
new,  necessarily  presents  a continuous  series  of  new 
medical,  surgical,  and  pathological  problems  requiring 
immediate  solution.  It  was  a fortunate  thing  for  the 
country  that  the  Army  Medical  Service  was  well  organized 
and  efficient.  Many  of  the  problems  which  would  con- 
front us  had  been  foreseen  and  their  solution  thought  out. 
In  particular  the  pathological  branch  of  the  service 
was  well  developed  and  excellently  officered  by  a staff 
trained  in  the  well-equipped  laboratories  of  the  Royal 
Army  Medical  College.  At  the  onset  of  the  war,  how- 
ever, the  Army  Medical  Service  found  itself  more  than 
fully  occupied  with  the  necessary  administrative  duties 
which  it  was  called  upon  to  fulfil,  so  that  it  was 
impossible  for  its  staff  to  deal  at  once  with  all  the 
new  questions  which  arose.  It  was  now  that  the 
Medical  Research  Committee  proved  its  value.  It  was 
already  a “ going  concern,”  and  was  in  a position  to  divert 
the  energies  which  were  to  have  been  expended  on  research 
into  the  medical  problems  of  a country  at  peace  to  the 
solution  of  those  which  arose  in  consequence  of  war.  The 
committee  therefore  placed  itself  at  the  disposal  of  the 
nation,  and  especially  at  the  service  of  the  military 
authorities;  its  flexible  organization  enabled  it  to  attack 
new  problems  at  short  notice  and  with  maximum  effect, 
and  the  value  of  the  results  which  have  been  attained 
under  its  auspices  has  been  in  many  cases  immediate  and 


remarkable,  as  will  appear  in  the  following  pages.  It  will  be 
convenient  to  group  the  chief  pathological  problems  which 
have  been  met  during  the  war  and  discuss  them  seriatim. 

The  Control  of  Enteric  Fever. 

Enteric  fever,  the  great  medical  scourge  of  all  former 
wars,  has  been  reduced  in  this,  the  greatest  of  all  wars,  to 
insignificant  proportions.  Two  factors  have  contributed 
to  this : one  was  a knowledge  of  the  “ carrier  ” danger, 
which  was  met  from  the  outset  by  the  bacteriological 
examination  of  all  suspected  persons  and  their  prompt 
segregation;  the  other  and  more  important  factor  was 
prophylactic  inoculation.  The  practice  of  inoculation 
against  typhoid  fever,  which  we  owe  to  Sir  Almroth 
Wright,  had  been  tried  on  a small  and  inadequate  scale  in 
the  South  African  war,  with  not  wholly  convincing  results. 
It  had  since  proved  its  worth  in  our  Indian  army,  and  the 
most  effective  methods  for  securing  protection  had  been 
worked  out  in  detail  by  the  pathologists  of  the  R.A.M.G. 
under  Colonel  Sir  W.  B.  Leisliman.  The  methods  devised 
were  put  into  practice  from  the  beginning  of  the  war,  and 
in  the  course  of  a few  months  practically  the  whole  army 
was  inoculated.  Small  local  outbreaks  of  enteric  were 
promptly  suppressed,  and  the  total  number  of  cases  was 
extremely  small  in  comparison  with  what  might  have 
been  anticipated.  The  inoculation,  however,  was  carried 
out  with  vaccines  of  B.  ttjphosus  alone,  aDd  the  protection 
afforded  against  infection  with  B.  jiaratyphosus  (A  and  B) 
was  not  of  high  degree.  During  the  first  year  of  the  war 
actually  more  paratyphoid  than  typhoid  was  observed 
amongst  our  troops.  As  the  result  of  this  experience  the 
War  Office  appointed  a small  committee  of  pathologists  to 
consider  the  advisability  of  including  paratyphoid  bacilli 
in  the  prophylactic  inoculation.  The  question  of  dosage 
was  carefully  considered,  and  groups  of  men  were  experi- 
mentally inoculated  with  the  mixed  vaccine  to  make  sure 
that  the  constitutional  reaction  was  not  too  severe.  The 
tests  were  satisfactory,  and  from  the  beginning  of  1916  the 
new  triple  vaccine,  known  as  T.A.B.,  has  been  the  sole 
official  vaccine  for  the  British  army,  and  has  proved  itself 
efficient  in  controlling  paratyphoid  as  well  as  typhoid 
fever. 

The  pathological  diagnosis  of  enteric  fever  has  been 
complicated  by  the  fact  that  practically  all  soldiers  were 
inoculated  men,  so  that  the  old  methods  of  serum  dia- 
gnosis became  untrustworthy.  At  an  early  period  of  the 
war  Professor  Dreyer  of  Oxford  drew  attention  to  the 
method  of  carrying  out  agglutination  reactions  macro- 
seopically  with  standardized  killed  cultures,  which  lie  had 
elaborated  in  Copenhagen  some  years  previously.  The 
advocacy  of  this  method  by  Professor  Dreyer  and  his 
colleague,  Dr.  Ainley  Walker,  led  to  its  widespread  use, 
and  its  accuracy  proved  such  that  a diagnosis  could  be 
made  even  in  triply  inoculated  men,  provided  that  two  or 
three  observations  were  made  at  intervals  of  a few  days,  so 
as  to  follow  the  agglutination  titles  of  the  blood  against 
the  three  bacilli  respectively.  The  Medical  Research  Com- 
mittee took  the  matter  up  and  established  at  Oxford  a 
laboratory  from  which  standardized  emulsions  together 
with  the  requisite  outfit  for  carrying  out  the  test  have 
been  supplied  free  to  all  military  pathologists,  Dreyer’s 
technique  being  now  used  almost  universally.  Much 
valuable  information  about  the  course  and  diagnosis  of 
the  different  forms  of  enteric  fever  has  resulted  from  the 
widespread  use  of  this  standard  method,  which  has  the 
advantage  that  the  observations  of  different  workers  are 
strictly  comparable. 

That  the  freedom  from  enteric  which  has  been  enjoyed 
by  our  armies  on  the  Western  front  is  due  to  the  care 
taken  in  ensuring  inoculation,  and  to  the  sanitary  pre- 
cautions which  have  been  enforced,  is  shown  by  the  con- 
dition of  affairs  where  this  care  was  impossible  and 
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inoculation  incomplete,  notably  in  the  Gallipoli  expedition. 
Here,  although  there  was  little  typhoid,  the  amount  of 
paratyphoid  was  by  no  means  inconsiderable,  but  exact 
figures  are  wanting  owing  to  the  lack  of  facilities  for 
diagnosis. 

Dysentery. 

Of  this  second  great  medical  scourge  of  war  a less 
favourable  tale  can  be  told,  inasmuch  as  no  specific  preven- 
tive measures  have  yet  been  devised.  It  has  not  been  found 
practicable  to  employ  prophylactic  inoculation  against 
! bacillary  dysentery,  chiefly  on  account  of  the  high  toxicity 
of  Shiga’s  bacillus,  though  research  work  on  this  subject  is 
in  progress,  and  mention  may  be  made  of  the  method  of 
reducing  this  toxicity  by  the  action  of  hypochlorites,  as 
suggested  by  Professor  Dean  of  Manchester.  Prevention 
has  therefore  been  reduced  to  hygienic  precautions  and  to 
the  search  for  carriers,  and  on  the  Western  front  these 
measures  have  hitherto  sufficed  to  prevent  any  serious  out- 
break of  dysentery,  in  spite  of  the  return  to  France  of 
large  bodies  of  troops  from  the  Mediterranean  area.  In 
the  Eastern  Mediterranean,  and  in  Mesopotamia,  dysentery 
has  prevailed  largely,  both  amoebic  and  bacillary,  and  has 
offered  an  opportunity  for  careful  study,  particularly  in 
the  cases  returning  home  to  this  country.  In  the  autumn 
! of  1915  an  immense  number  of  cases  of  the  disease 
returned  home  from  the  Mediterranean  area,  and,  in  order 
to  avoid  any  risk  of  spread,  were  concentrated  by  the  War 
Office  in  certain  centres  scattered  over  England.  The 
Medical  Research  Committee  provided  laboratory  assistance 
at  these  centres  and  were  able  to  organize  courses  of 
instruction  in  protozoology  for  the  numerous  workers  who 
were  comparatively  unversed  in  that  subject.  In  the 
London  district  over  a thousand  cases  were  studied  in  full 
detail,  and  the  facts  which  have  been  collected  will  afford 
a mine  of  valuable  information  on  dysentery  and  allied 
diseases.  Some  of  the  work  has  already  been  published 
by  the  Medical  Research  Committee,  namely,  Dobell’s 
report  on  amoebic  dysentery,  and  that  by  the  workers  at 
the  London  Hospital  on  the  investigation  of  878  cases  of 
bacillary  enteritis  from  the  Eastern  Mediterranean.  No 
such  opportunity  has  ever  occurred  for  the  study  of  the 
tropical  forms  of  dysentery  in  England,  and  many  new 
facts  have  been  brought  to  light. 

The  value  of  emetine  in  the  treatment  of  amoebic 
dysentery  has  been  abundantly  confirmed,  and  Dr.  Dale 
has  introduced  the  double  iodide  of  bismuth  and  emetine 
for  the  treatment  of  amoebic  carriers,  upon  whom  it  has 
been  used  with  successful  results.  Dr.  Dale  has  also 
shown  that  the  persistent  administration  of  emetine  may 
lead  to  symptoms  not  unlike  those  of  the  dysentery  it  is 
designed  to  cure. 

Cerebro-spinal  Fever. 

Although  this  fever  has  been  present  amongst  the 
British  forces  on  the  Western  front,  anxiety  has  chiefly 
been  felt  about  the  troops  in  training  in  England. 
For  the  first  time  the  disease  has  prevailed  epidemically 
over  the  whole  of  this  country,  affecting  equally  the  civil 
and  military  populations.  Strenuous  efforts  have  been 
made  by  the  War  Office  to  control  its  spread,  and  invaluable 
assistance  has  been  furnished  by  the  Medical  Research 
Committee  in  the  provision  and  equipment  of  bacterio- 
logical laboratories  for  the  purpose.  Lieut.-Colonel  M.  H. 
Gordon  was  placed  in  control  of  the  scientific  work,  and 
he  organized  laboratories  for  the  diagnosis  and  study  of 
cerebro-spinal  fever  at  numerous  centres  throughout  the 
country,  while  he  himself  and  his  immediate  staff  carried 
out  research  work  at  the  Central  Laboratory  at  Millbank. 
The  outcome  of  Lieutenant-Colonel  Gordon’s  researches 
promises  a distinct  advance  in  our  methods  of  combating 
the  spread  of  the  disease.  New,  cheap,  and  easily  pre- 
pared media  for  the  growth  of  the  meningococcus  have 
been  devised.  A serological  study  of  the  races  of  this 
organism  concerned  iu  the  epidemic  has  been  carried  out, 
with  the  result  that  the  chief  epidemic  strains  have  been 
determined  and  a simple  means  for  their  diagnosis  by 
agglutination  placed  within  the  reach  of  all  pathologists. 
The  importance  of  these  observations  is  twofold.  The 
value  of  a curative  serum  in  cerebro-spinal  fever  depends 
upon  whether  the  particular  epidemic  strain  concerned  in 
a given  case  of  the  disease  has  been  employed  in  producing 
the  serum.  The  serum  available  at  the  beginning  of  the 
epidemic,  largely  American  in  origin,  was  found  of  little 


value  in  treatment,  but  that  prepared  during  1915  front  a 
due  admixture  of  current  epidemic  strains  proved  of  con- 
siderable curative  potency.  In  the  second  place,  the 
problem  of  the  segregation  of  carriers  of  the  meningococcus 
is  simplified.  So  numerous  may  such  carriers  be  at 
certain  times  that  their  isolation  is  almost  impracticable 
Gordon  therefore  proposed  the  isolation  of  those  .cat  t iers 
only  who  bore  epidemic  strains  of  tin  meningococcus. 
Although  certain  risks  may  be  run  by  such  limitation,  it  has 
the  merit  of  reducing  the  numbers  to  be  isolated  within 
practicable  limits,  and  it  has  been  found  possible  to  carry 
out  this  policy,  at  least  in  a military  population,  with 
satisfactory  results  as  regards  the  spread  of  the  disease, 
for  the  more  dangerous  carriers  have  been  eliminated. 
Another  useful  research  carried  out  by  Lieutenant-Colonel 
Gordon  has  been  in  relation  to  the  cure  of  chronic  carriers: 
by  causing  them  to  breathe  for  a short  time  every  day 
the  air  of  a room  saturated  with  a fine  spray  containing 
chloramine-T  he  found  it  possible  to  cure  the  majority, 
though  not  all,  of  such  carriers  within  a fortnight;  a 
special  spraying  apparatus  has  been  devised  for  this 
purpose.  It  may  be  added  that  valuable  work  on  the  races 
of  the  meningococcus  has  been  carried  out  in  military 
laboratories  in  France  by  Arkwright  and  by  Ellis;  and, 
further,  that  a very  thorough  study  of  the  same  subject 
amongst  the  civil  population  has  been  going  on  for  two 
years  in  the  laboratories  of  the  Local  Government  Board 
by  Drs.  Eastwood,  F.  Griffith,  and  Scott. 

Other  Medical  Diseases  Incident  on  Trench  Warfare. 

The  conditions  under  which  the  troops  have  fought  for 
the  past  two  years  have  been  associated  with  the  appear- 
ance of  epidemic  diseases  some  of  which  have  been  known 
before  wliile  others  have  previously  escaped  recognition. 
The  chief  work  on  diseases  of  this  character  has  necessarily 
been  carried  on  at  the  front,  where  they  are  encountered 
in  the  acute  stage;  their  clinical  features  have  been  defined 
by  the  work  of  the  physicians  and  their  etiology  studied 
by  pathologists  at  the  base  hospitals.  Lack  of  space 
prevents  our  doing  much  more  than  to  allude  to  them 
here,  and  indeed  so  much  remains  to  be  found  out  con- 
cerning most  of  them  that  few  positive  assertions  can  be 
made. 

Trench  nephritis  has  been  exceedingly  prevalent,  and 
its  course  and  symptomatology  are  now  familiar,  but  we 
have  failed  to  discover  the  exciting  cause  in  spite  of  a 
large  amount  of  work  both  in  France  and  in  England. 
The  balance  of  evidence  is  in  favour  of  the  view  that  it  is 
an  infective  malady,  but  no  definite  microbe  is  demon- 
strable, and  efforts  to  transmit  the  disease  to  animals  have 
so  far  proved  unsuccessful.  A very  complete  clinical  study 
of  this  form  of  nephritis  has  been  made  by  Captain 
Langdon  Brown  at  St.  Bartholomew’s  Hospital,  so  far  as 
concerns  the  stages  at  which  cases  reach  England,  while 
the  chemical  pathology  of  the  urine  has  been  elaborately 
investigated  by  Captain  Mackenzie  Wallis.  Two  meetings 
have  been  held  for  the  discussion  of  the  disease,  one  at  the 
Royal  Society  of  Medicine  and  one  at  the  Medical  Society 
of  London.  At  the  last  of  these  meetings  Lieutenant 
Dunn  showed  a valuable  series  of  histological  preparations 
which  he  had  made  from  recent  cases  in  France. 

Trench  fever  is  a novel  disease  which  received  this  name 
towards  the  end  of  1915,  when  Captain  Hunt  and  Major 
A.  C.  Rankin  published  an  account  of  thirty  cases.  It 
appears  to  be  distinct  from  any  fever  hitherto  recognized, 
and,  according  to  Captain  McNee  and  Lieutenant  Reushaw, 
who  published  a careful  account  of  it  in  April,  1916,  it 
assumes  two  forms,  the  second  being  the  relapsing  variety. 
The  two  latter  observers  were  able  to  reproduce  the  disease 
in  man  by  injecting  the  blood  from  active  cases  into 
volunteers  for  the  experiment,  and  they  further  showed 
that  the  infecting  property  resided  in  the  corpuscles  and 
not  in  the  serum.  Nevertheless,  they  were  unable  to 
demonstrate  any  visible  parasite  iu  the  blood,  and  the 
natural  mode  in  which  the  disease  is  conveyed  is  still  a 
matter  of  conjecture.  Captains  Davies  and  Weldon  have, 
however,  in  one  case  reproduced  the  disease  in  man 
through  the  intermediation  of  the  louse. 

Inf ective jaundice,  often  known  as  “Weil’s  disease,  ” has 
been  of  not  infrequent  occurrence  in  France,  as  well  as  in 
the  Mediterranean  area,  and  the  infecting  agent— Spiro- 
chaeta  icteroliaemorrhayiae — has  been  repeatedly  demon- 
strated. Cholera  and  typhus  fever  have  fortunately  been 
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conspicuous  by  their  absence  among  the  British  forces,  but 
admirable  work  was  done  in  the  control  of  typhus  by  the 
British  hospital  units  in  Serbia,  chiefly  by  eliminating  lice. 


The  Study  and  Treatment  of  Wound  Infections. 

This  subject  has  naturally  occupied  a foremost  position 
in  the  present  war.  The  majority  of  modern  surgeons, 
trained  in  the  aseptic  school,  found  themselves  confronted 
by  totally  novel  problems  in  the  vast  numbers  of  severe 
wounds,  grossly  contaminated  by  faecal  bacteria,  including 
the  most  dangerous  anaerobes.  From  the  first,  both 
surgeons  and  pathologists  set  themselves  to  work  to 
overcome  difficulties  which  had  never  before  been  pre- 
sented in  bulk  since  the  rise  of  aseptic  surgery.  And 
almost  from  the  first  two  schools  of  treatment  arose,  the 
one  condemning  the  use  of  antiseptics  as  a means  of 
purging  a wound  of  its  bacteria  and  trusting  in  “physio- 
logical methods”  of  treatment,  the  other  advocating 
germicides  of  one  sort  or  another. 

The  apostle  of  physiological  methods  was  Colonel  Sir 
Almroth  E.  AA'right,  the  chief  of  the  Bacteriological 
Department  of  the  Medical  Research  Committee,  who 
was  liberated  for  service  as  a consultant  at  the  front.  He 
occupied  a pathological  laboratory  at  Boulogne,  and 
commenced,  with  the  assistance  of  a number  of  fellow- 
workers,  mostly  his  own  trained  pupils,  a laborious  investi- 
gation of  the  conditions  obtaining  in  wounds  from  the 
point  of  view  of  pathological  physiology.  WTiatever  view 
may  be  held  as  to  the  best  treatment  for  infected  wounds, 
which,  for  the  surgeon,  is  a matter  of  practical  experience, 
it  must  be  admitted  on  all  hands  that  the  study  carried 
out  by  Colonel  Sir  Almroth  Wright  and  his  colleagues  at 
Boulogne  was  a brilliant  and  suggestive  piece  of  work. 
Various  new  technical  methods  were  devised  for  this 
study,  the  outcome  of  which  has  been  published  in  detail. 
From  a surgical  point  of  view  the  methods  of  treatment  to 
which  it  gave  rise  consisted  essentially  in  the  encourage- 
ment of  a free  flow  of  lymph  into  the  wound,  for  which 
purpose  hypertonic  salt  solutions  were  chiefly  employed. 
Pursued  to  its  most  extreme  degree,  this  method  developed 
into  the  packing  of  septic  wounds  with  tablets  of  solid 
salt,  with  or  without  the  addition  of  sodium  citrate;  such 
treatment  was,  of  course,  temporary,  the  amount  of  salt 
used  being  reduced  after  a few  days.  Excellent  results 
have  been  recorded  by  those  who  have  employed  this 
mode  of  treatment  in  selected  cases.  Sir  Almroth  Wright 
has  devoted  much  attention  to  the  problem  of  the  con- 
tinuous irrigation  of  wounds  with  saline  solutions,  and 
has  devised  methods  by  which  very  successful  results  have 
been  achieved. 

On  the  other  hand,  a vast  amount  of  work  on  anti- 
septics in  their  application  to  wound  surgery  has  been 
carried  out  by  pathologists  and  surgeons  both  in  England 
and  at  the  front.  The  crude  attempts  at  sterilizing 
wounds  by  single  applications  of  such  powerful  germicides 
as  carbolic  acid  have  been  largely  abandoned,  though  appli- 
cations of  a mixture  of  equal  parts  of  pure' carbolic  and 
camphor  have  proved  useful  in  cases  where  the  nature  of 
the  wound  permits.  The  most  successful  results,  however, 
have  been  obtained  through  researches  into  the  properties 
of  the  hypochlorites.  Two  separate  sets  of  researches  on 
these  lines  have  been  supported  by  the  Medical  Research 
Committee  and  have  proved  fruitful,  and  largely  identical 
in  their  practical  outcome.  AVorking  in  Edinburgh,  Pro- 
fessor Lorrain  Smith,  with  the  aid  of  three  colleagues, 
devised  a combination  of  bleaching  powder  and  calcium 
borate  which  proved  exceedingly  efficacious  in  the  treat- 
ment of  septic  wounds;  they  published  formulae  for  a 
solution  which  they  termed  “eusol,”  and  a powder, 
“eupad,”  which  have  now  been  extensively  used,  and  with 
marked  success.  Quite  independently,  Dr.  Dakin,  working 
at  Compiegne,  produced  a very  similar  solution,  equally 
successful  in  its  application.  On  the  surgical  side  he 
became  associated  with  Dr.  Carrel,  and  the  collaboration 
of  these  two  workers,  who  have  introduced  a special 
technique  for  the  continuous  irrigation  of  wounds  with  the 
hypochlorous  solution,  has  issued  in  a method  of  wound 
treatment  which  has  led  to  marvellous  results,  under 
which,  when  the  bacterial  flora  of  a wound  has  been 
lowered  to  a certain  defined  point,  it  is  safe  to  perform 
secondary  closure  and  suture.  This  method  of  treatment, 
which  does  not  conflict  with  that  by  hypertonic  saline,  has 
become  increasingly  popular  amongst  surgeons  at  the 


front,  and,  in  the  judgement  of  many,  is  the  most  efficient 
method  yet  introduced  for  dealing  with  septic  wounds. 

Dr.  Dakin’s  researches  did  not  end  with  the  introduc- 
tion of  the  hypochlorous  solution,  for  he  proceeded  later, 
in  conjunction  with  Professor  Cohen  of  Leeds,  to  stud}'  its 
mode  of  action  in  the  presence  of  proteins.  It  was  found 
that  the  hypochlorous  acid  acted,  not,  as  formerly  sup- 
posed, as  an  oxidizing  agent,  but  by  the  formation  of 
chloramines.  Amongst  the  chloramines  whose  properties 
were  investigated  were  found  several  of  considerable  dis- 
infectant power,  and  one  of  them — toluene-sodium  sulpho- 


chloramide — has  been  introduced  into  medical  and  surgical 


practice  on  a commercial  scale  under  the  name  of  chlora- 
mine-T.  This  substance,  though  of  fairly  high  germicidal 
value,  is  almost  non-toxic,  and  has  no  action  on  albumin. 
It  has  thus  been  found  of  special  value  in  dealing  with 
wounds  involving  the  mouth,  and  it  has  proved  the  most 
efficient  drug,  when  atomized  by  a steam  spray,  in  ridding 
chronic  meningococcus  carriers  of  their  infection.  It  is, 
further,  absorbed  in  notable  amount  by  textiles,  and 
chloramine  gauze  has  been  found  to  possess  a much 
higher  germicidal  value  than  any  other  antiseptic  gauze 
previously  in  use.  Incidentally,  Dr.  Dakin  found  clilora- 
mine-T  a useful  reagent  in  the  study  of  the  chemistry  of 
proteins,  and  he  has  been  able  to  form  cyanides  from 
amino  acids. 

Another  important  application  of  the  hypochlorites  has 


valescent  from  enteric  fever  or  dysentery,  in  these  vessels 
led  to  a good  deal  of  secondary  infection  during  the 
voyage.  The  process  of  generating  hypochlorites  by  the 
electrolysis  of  sea  water  has  long  been  known,  and  Dr. 
Dakin  devised  a simple  plant  for  this  purpose,  using  the 
ordinary  ship’s  current.  This  was  installed  experimentally 
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lain  in  the  disinfection  of  hospital  ships.  The  crowding  of 
large  numbers  of  cases,  many  of  them  suffering  or  con- 


on  the  Aquitania,  and  gave  such  admirable  results  that 


the  method  is  now  widely  employed.  One  of  the  advan- 
tages presented  by  the  hypochlorites  as  disinfectants  is 
their  extreme  cheapness : the  saving  in  carbolic  acid  and 
cresol  in  one  voyage  of  the  Aquitania  was  estimated  to 
exceed  the  cost  of  the  electrolytic  cell  and  its  upkeep,  and 
the  efficiency  of  the  disinfectant  produced  was  so  great  as 
practically  to  abolish  cases  of  secondary  infection. 

One  other  disinfectant  introduced  during  the  war  which 
deserves  special  mention  is  flavine,  now  termed  “acri- 
flavine.”  This  substance,  originally  prepared  by  Benda  at 
Ehrlich’s  suggestion,  for  the  treatment  of  trypanosomiasis, 
had  never  been  subject  to  proper  study  as  a bactericide. 
This  study  was  undertaken  for  the  Medical  Research  Com- 
mittee at  the  Middlesex  Hospital,  by  Dr.  Carl  Browning  and 
several  of  his  colleagues.  The  research  included  a number 
of  acridine  compounds  besides  flavine,  and  embraced  also 
brilliant  green  and  aniline  dyes,  but  the  properties  of 
flavine  place  it  almost  apart  from  other  germicides. 
Nearly  all  the  chemical  substances  which  destroy  bacteria 
are  inimical  also  to  living  tissue  cells,  and  impair  the 
phagocytic  functions  of  the  leucocytes.  Flavine,  according 
to  Dr.  Browning’s  report,  is  largely  free  from  these  objec- 
tions ; that  is  to  say,  it  is  effective  as  a germicide  in  dilu- 
tions which  are  harmless  to  the  tissues,  and  do  not  impair 
the  phagocytic  powers  of  leucocytes.  More  than  this, 
almost  all  other  disinfectants  are  subject  to  the  grave  dis- 
advantage that  their  activity  is  hindered  or  even  abolished 
in  presence  of  albumins;  it  is  claimed  for  flavine  that  it  is 
a more  active  germicide  in  serum  than  in  distilled  water. 
The  clinical  trials  of  flavine  at  the  Middlesex  Hospital 
appear  to  support  these  laboratory  investigations,  but  at 
the  moment  the  stock  of  flavine  available  is  not  sufficient 
for  wider  trials,  though  its  commercial  production  has 
been  begun. 

It  need  hardly  be  said  that  the  opportunities  for  studying 
the  bacteriology  of  septic  wounds  which  have  so  freely 
offered  themselves  have  led  to  a large  amount  of  research 
work,  the  most  important,  because  the  most  novel,  part  of 
which  has  been  the  study  of  anaerobic  infections.  The 
universality  of  such  infections  has  attracted  attention  to 
them  in  almost  every  pathological  laboratory,  and  the 
opportunities  for  investigating  gas  gangrene  in  the  base 
hospitals  in  France  have  been  well  utilized,  though  the 
results  have,  perhaps,  been  of  surgical  rather  than  patho- 
logical novelty.  An  important  observation  is  that  of 
Dr.  Dale,  who  has  brought  forward  evidence  that  the 
so-called  “toxins”  of  certain  of  the  anaerobic  bacilli 
connected  with  gas  gangrene  are  really  salts  of  ammonia. 
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■specific  studies  of  the  anaerobic  infections  of  wounds  have 
been  carried  out  for  the  Medical  Research  Committee  by 
several  groups  of  observers  in  this  country,  notably  by 
Drs.  McIntosh  and  Fildes  at  the  London  Hospital,  and 
by  Professor  Dean  at  Manchester;  while  at  the  Lister 
Institute  Miss  Robertson  has  been  similarly  occupied. 
Our  knowledge  of  the  classification  and  characters  of  these 
bacilli  has  gained  much  in  precision  and  extent. 

Tetanus. 

In  the  early  days  of  the  war  tetanus  of  a severe  type  was 
common  amongst  the  wounded,  and  the  control  of  this 
disease  by  the  prompt  administration  of  a prophylactic 
dose  of  antitoxic  serum  to  all  wounded  men  will  rank  as 
one  of  the  triumphs  of  preventive  medicine  in  the  present 
war.  Early  in  1916  the  War  Office  appointed  a Committee 
for  the  Study  of  Tetanus  under  the  chairmanship  of 
Surgeon- General  Sir  David  Bruce,  C.B.,  F.R.S.  This 
Committee  has  met  at  short  intervals,  and  being  furnished 
with  the  data  as  to  all  cases  occurring  in  military  hospitals 
in  England,  is  accomplishing  good  work  in  connexion  with 
prophylaxis  and  treatment,  to  which  the  appointment  of 
tetanus  inspectors  in  all  the  different  military  commands 
has  been  of  assistance.  The  practice  of  prophylactic 
inoculation  has  not  only  greatly  diminished  the  incidence 
of  tetanus,  but  in  large  numbers  of  cases  has  profoundly 
modified  its  nature  and  course  when  it  does  occur. 
The  recognition  of  “ local  tetanus  ” as  opposed  to  the 
generalized  disease  was  first  made  by  French  observers 
as  a phenomenon  of  partial  protection,  and  their  observa- 
tions have  been  fully  confirmed  by  the  occurrence  of 
similar  cases  in  this  country  and  amongst  our  wounded 
abroad.  Every  gradation  has  been  observed  between  a 
tetanus  strictly  limited  to  the  wounded  limb  and  the 
general  disease,  and  it  has  been  found  that  the  more 
localized  the  tetanus  the  better  is  the  prognosis.  With 
regard  to  the  treatment  of  declared  tetanus  there  is  still 
considerable  dispute  as  to  the  best  route  for  administering 
the  specific  antitoxin.  The  War  Office  Committee  has 
from  the  first  advocated  the  intrathecal  route,  and  has 
instigated  experimental  work  relating  to  this  matter,  which 
is  not  yet  sufficiently  advanced  for  publication. 

The  Life-History  of  Billiarzia. 

The  presence  in  Egypt  of  large  numbers  of  Imperial 
Forces  was  attended  by  grave  risks  of  the  outbreak 
amongst  them  of  certain  of  the  endemic  diseases  of  that 
country,  and  not  the  least  of  these  was  infection  by 
billiarzia.  The  complete  life  history  of  this  parasite  was 
unknown,  and  had  baffled  Looss  and  other  investigators,  so 
that  there  was  no  knowledge  of  the  special  precautions 
that  ought  to  be  taken.  In  these  circumstances  the 
Medical  Research  Committee  co-operated  with  the  War 
Office  and  the  London  School  of  Tropical  Medicine  in 


sending  out  a special  mission,  headed  by  Dr.  Leiper,  to 
study  the  subject.  This  mission  successfully  solved,  in  a 
few  months’  work,  tlio  main  problem  iuvolved,  proving 
that  the  intermediate  host  of  the  worm  is  a fresh  water 
mollusc ; and  further  work  during  1916  has  shown  that 
the  two  main  species  of  billiarzia  in  Egypt  have  distinct 
intermediate  hosts;  that  of  Billiarzia  niansom  being 
Planorbis  boissyi,  while  Billiarzia  haematobium  lias  two” 
and  perhaps  three,  species  of  Bullinus  (B.  contortui , 
B.  dybomskyi , and  probably  /;.  inneai)  as  intei 
hosts.  Cheap  and  efficient  means  have  been  found  for 
rendering  infected  waters  safe,  and  have  been  brought 
into  use  in  all  military  camps.  For  the  first  time  the  way 
is  opened  up  for  the  eradication  of  this  grievous  infection 
from  the  country,  a result  all  the  more  earnestly  to  be 
desired,  since  no  means  of  destroying  the  worm  lias  been 
found  when  once  it  has  established  itself  in  the  human 
body. 

Trench  Foot. 

Very  large  numbers  of  men  were  invalided  from  the 
Western  front  during  the  winter  of  1914-15  with  the  con- 
dition at  first  regarded  as  frost-bite,  but  now  commonly 
termed  “ trench  foot.”  Professor  Delepine  investigated 
this  subject  at  Manchester,  while  Professors  Lorrain  Smith 
and  Ritchie  with  Dr.  Dawson  carried  on  a research  for 
the  Medical  Research  Committee  at  Edinburgh.  It  has 
been  shown  that  “ trench  foot  ” is  a minor  state  of  frost- 
bite, the  damage  inflicted  being  usually  short  of  imme- 
diate death  of  the  tissues.  The  experimental  work  of 
Lorrain  Smith  and  his  colleagues  upon  the  rabbit  shows 
that  the  primary  lesion  is  vascular,  with  a secondary  in- 
flammatory reaction  when  the  subject  is  removed  from 
the  causal  environment.  The  difference  between  this  and 
true  frost-bite  is  one  of  degree  only,  and  the  severer  forms 
of  trench  foot  end  in  gangrene.  Professor  Delepine  has 
shown  the  importance  of  a layer  of  air  surrounding  the 
lower  extremity  in  preventing  trench  foot,  and  hasdevised 
a simple  and  light  bag  of  oiled  silk  which  can  be  worn  by 
those  exposed  to  continuous  wet  and  cold  in  the  trenches, 
and  which  has  proved  a considerable  safeguard. 

The  foregoing  short  account  of  what  has  been  accom- 
plished during  the  war  by  British  pathologists  is  neces- 
sarily incomplete.  Much  that  has  been  done  may  not  yet 
be  written  about,  and  no  attempt  has  been  made  to  enter 
into  full  details  as  to  that  which  is  already  public  property. 
This  slight  sketch  of  some  of  the  more  important  work 
which  has  been  accomplished  will  suffice  to  show  that  in 
pathology,  no  less  than  in  the  other  sciences,  advances 
have  been  made  under  the  stress  of  national  necessity, 
during  the  two  years  and  a half  of  war  which  could  hardly 
have  been  expected  in  twenty  years  of  ordinary  work; 
and  although  it  has  been  “ war  work,”  it  represents  a 
solid  contribution  to  science  which  will  be  valid  for  the 
years  of  peace  to  come. 


CHAPTER  111. 

BACTERIOLOGY  AT  THE  FRONT. 

BY 

Colonel  Sir  WILMOT  P.  HERRINGHAM,  C.B.,  M.D.,  F.R.C.P. 


Consulting 

Bacteriological  investigation  in  hospitals  of  the  front 
line  has  been  a novel  feature  of  this  war.  Nothing  of  the 
kind  has  been  practised  in  any  of  our  previous  campaigns. 

It  has  been  rendered  possible  by  equipping  motor  vans 
as  mobile  laboratories.  The  first,  which  was  sent  out 
in  October,  1914,  had  been  a pleasure  caravan.  It  was 
gutted  and  fitted  with  incubators  and  all  the  other 
apparatus  of  bacteriological  work,  and  was  followed  by 
many  others  of  the  same  type.  They  have  been  attached 
to  a clearing  station  or  a group  of  clearing  stations, 
and  the  officer  in  charge  is  provided  with  a small  motor 
car,  so  that  he  can  go  to  any  place  in  his  area  where 
his  services  may  be  wanted. 

4 


Prtsician. 

These  officers  perform  three  functions  : 

1.  They  examine  all  kinds  of  morbid  products  from  the 
hospital  wards,  and  thus  aid  in  the  diagnosis  of  enteric 
fevers  and  other  epidemic  diseases  on  the  medical  side, 
and  of  the  various  forms  of  infection  that  attack  surgical 
wounds. 

2.  They  examine  contacts  in  cases  of  infectious  fever 
and  search  for  carriers  both  among  the  troops  and  in  the 
civil  population. 

3.  They  investigate  new  forms  of  disease  that  appear 
among  the  troops  in  order  to  discover  their  causes  and  the 
means  of  prevention. 

Instances  of  the  first  class  of  work  are  the  examinations 
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made  of  the  blood  and  excreta  in  cases  suspected  of  enteric 
fever,  of  malaria,  or  of  dysentery,  and  of  the  cerebro-spiual 
fluid,  or  the  nasal  mucus  where  cerebro-spiual  fever  is  in 
question. 

In  the  first  year  of  the  war  the  diagnosis  of  enteric  at 
the  front  was  comparatively  easy.  But  when,  in  January, 
1916,  the  triple  inoculation  against  typhoid  and  para- 
typhoid A and  B came  into  use,  it  became  much  more 
difficult.  Firstly,  the  culture  of  the  bacilli  from  the  blood 
is  very  uncertain  in  inoculated  men  after  the  first  three 
days  of  fever,  and,  since  the  early  symptoms  are  slight 
and  are  not  distinguishable  from  those  of  many  other 
fevers  that  prevail,  few  patients  arrive  at  a clearing  station 
within  that  time.  Secondly,  the  triple  inoculation  so  com- 
plicates the  agglutination  test  that  it  is  only  after  three  or 
four  trials  and  a comparison  of  the  results  that  a con- 
clusion can  be  reached.  As  this  takes  twelve  or  fourteen 
days  it  is  only  carried  out  at  the  front  in  the  comparatively 
few  cases  that  are  retained  in  the  infectious  hospitals 
there,  nor  is  it,  even  with  the  repeated  examination  of  the 
excreta  in  addition,  always  possible  to  obtain  bacteriological 
evidence  in  cases  where  the  clinical  symptoms. render  the 
diagnosis  certain. 

In  the  case  of  cerebro-spinal  fever,  Captain  Ellis,  of  the 
Canadian  Mobile  Field  Laboratory,  established  at  the 
same  time  as  Lieutenant  Colonel  Mervyn  Gordon  at 
home  the  existence  of  different  types  of  the  meningo- 
coccus distinguishable  by  agglutination  and  absorption 
tests. 

During  1915  cases  were  also  observed  in  which,  with 
acute  symptoms  just  like  those  oE  cerebro-spinal  fever, 
the  cerebro-spinal  fluid,  though  under  high  pressure, 
contained  no  polymorphs  and  no  meningococci,  but 
lymphocytes  in  excess.  This  condition  we  called 
lymphocytic  meningitis.  It  was  never  fatal.  Later  on 
several  cases  ot  meningococcal  septicaemia,  which  is  a 
very  acute  and  rapidly  fatal  disease,  were  discovered  by 
the  bacteriologists. 

Certain  cases  of  dysentery  occurred  and  were  accom- 
panied by  a considerable  amount  of  non-dysenteric 
diarrhoea.  A large  amount  of  diagnostic  work  was  carried 
out  by  the  mobile  laboratories  of  this  area. 

The  next  function  of  these  officers  is  to  discover  the 
source  of  an  infection,  and  to  stop  it  from  spreading.  In 
cases  of  enteric  the  work  was  very  elaborate.  In  the  first 
place,  a systematic  search  was  made  for  recent  or  chronic 
carriers  among  the  troops.  Thus,  in  one  regiment  a 
carrier  was  discovered  in  the  regimental  kitchen.  In 
another,  which  had  lately  received  reinforcements,  no 
less  than  96  men  had  to  be  examined  before  the  carrier 
was  found.  But  the  source  of  infection  was  not  always  in 
the  troops.  The  part  of  Flanders  that  we  held  was  a 
hotbed  of  enteric,  and  many  cases  were  found  in  the  civil 
population.  The  search  for  these,  in  which  the  bacterio- 
logists were  aided  by  the  Belgian  sanitary  officer,  Dr.  de 
AVulf,  and  also  by  the  Society  of  Friends,  was  very  difficult. 
In  one  village  cases  of  enteric  occurred  in  three  successive 
formations  that  were  billeted  there.  No  civil  cases  could 
be  traced,  until  news  was  brought  of  a child  that  had  been 
sent  away  to  convalesce  at  a neighbouring  farm.  The 
clue  was  followed,  and  the  family  to  which  the  child 
belonged  were  identified  as  the  source  of  the  outbreak. 
They  kept  an  estaminet,  and  sold  food  to  the  soldiers. 
Many  carriers  of  dysentery  have  also  been  discovered  and 
isolated. 

The  conditions  of  warfare  made  it  far  less  possible  to 
obtain  contacts  of  cerebro-spiual  fever  at  the  front  where 
men  are  constantly  moving,  than  it  is  at  home  where  a 
man  may  be  stationary  for  weeks. 

The  subject  is  extremely  difficult,  and  even  now  the 
method  of  diagnosis  that  satisfies  one  bacteriologist  is 
held  insufficient  by  another.  I do  not  remember  any 
instance  in  which  we  could  connect  two  cases  of  the  fever 
as  cause  and  effect,  or  as  caused  by  the  same  infection. 
They  have  been  very  uncommon,  even  under  the  conditions 
at  home. 

As  instances  of  the  examination  of  new  or  little 
known  forms  of  disease,  I may  mention  trench  fever,1 
investigated  by  Captain  McNee ; spirocliaetal  fever,' 1 
by  Captain  Adrian  Stokes;  gas  gangrene;"  and  the 
histology  of  the  prevalent  nephritis,  by  Lieutenant 
Dunn.4 

As  these  researches  will  no  doubt  be  dealt  with  under 
their  separate  headings,  it  needs  only  to  refer  to  them  here 


as  examples  of  excellent  work  done  in  the  laboratories  of 
the  front  and  of  the  importance  of  this  organization. 
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TRENCH  FEVER  AND  ITS  ALLIES. 

In  the  first  winter  of  the  war  there  were  many  cases  of 
stiffness  and  pain  in  various  parts,  especially  in  the  muscles 
of  the  back  and  shoulders,  with  some  fever,  and  there  were 
also  a few  cases  which  were  thought  to  be  influenza,  but 
in  the  spring  of  1915  our  attention  was  drawn  to  the 
frequency  of  a form  of  fever  which  struck  every  one  as 
novel.  The  men  were  often  seized  suddenly,  perhaps 
when  performing  a duty,  with  a vertigo  or  faintness  so- 
severe  as  to  drop  them  in  their  tracks.  A severe  head- 
ache, especially  at  the  back  of  the  eyes,  and  a pain  in  the 
back  began  almost  at  once.  Occasionally  there  was  pain 
in  the  left  hypochondrium.  When  the  men  readied  the 
clearing  station  they  complained  of  much  pain  in  the  legs, 
especially  down  the  shins.  Many  could  not  bear  the 
pressure  of  the  bedclothes.  In  some  the  pain  was  rather  in 
the  muscles  of  the  thigh,  and  in  a few  it  was  felt  in  the 
calf.  Along  with  these  symptoms  the  tongue  was  furred, 
the  appetite  bad,  nausea  was  not  infrequent,  and  the 
bowels  were  constipated.  There  was  no  cough,  and  the 
lungs  were  unaffected.  The  pulse  was  from  70  to  80,  and 
the  heart  was  natural.  The  spleen  was  not  enlarged,  and 
there  was  no  albuminuria.  The  temperature  rose  quickly, 
reaching  102  F.  or  more  on  the  second  day.  Occasionally 
the  temperature  rose  to  105  F.,  and  was  accompanied  by 
stupor.  It  fell  on  the  third  and  fourth  to  normal,  and  then 
in  many  cases  rose  again  on  the  fifth  or  sixth  day,  to  fall 
again  on  the  ninth  or  tenth.  This  saddle-backed  curve 
resembled  that  of  the  phlebotomus  fever  of  the  Mediter- 
ranean, and  the  symptoms  were  not  dissimilar,  though 
milder,  but  there  was  no  phlebotomus  in  this  country.1  8 

As  further  cases  were  observed,  it  was  discovered  that 
the  relapse  might  take  place  at  different  intervals,  even 
after  ten  days  of  a normal  temperature,  but  that  for  each 
patient  the  cycle  was  regular.  Thus  in  one  patient  the 
cycle  might  be  seven  days,  in  another  ten,  and  in  another 
even  thirteen  days.  The  periods  of  normal  temperature 
lasted  five,  eight,  and  eleven  days  respectively,  and  were 
interrupted  by  a sudden  fever,  which  might  rise  to  104  F. 
and  as  quickly  disappear.  As  the  disease  continued  the 
fever  rose  each  time  to  a gradually  lower  level,  and  the 
intervals  might  become  longer." 

In  a large  number  of  cases  there  was  only  one  bout  of 
fever.  Many  had  only  one  relapse,  but  if  there  was  more 
than  one  there  were  frequently  many,  and  such  a patient 
might  continue  ill  for  many  weeks. 

Such  charts  as  these,  with  a sharp  and  sudden  rise, 
separated  by  regular  and  afebrile  periods,  were  strongly 
suggestive  of  the  life-cycle  of  some  blood  parasite,  and 
every  method  was  followed  which  gave  hope  of  its  dis- 
covery. Up  to  the  present  no  such  body  has  been  found, 
but  it  has  been  shown  that  the  fever  can  be  communicated 
by  the  blood  from' a patient  if  injected  into  a healthy  man, 
and,  further,  that  the  virus  is  connected  with  the  red 
blood  cells  and  not  with  the  scrum.  It  has  been  a common 
opinion  that  whatever  the  virus  may  be  it  is  conveyed  by 
the  louse,  and  there  are  a few  facts  to  support  this.1 

No  case  proved  fatal,  and  the  great  majority  made  a 
speedy  recovery,  but  some  were  left  with  irregularity  of 
the  heart,  which  persisted  for  a long  time.  Cases  of  re- 
currence after  intervals  of  good  health  were  not  unknown; 
it  was  evident  that  one  attack  did  not  produce  immunity. 

Many  drugs — including  the  salicylic  acid  compounds, 
and  quinine  by  the  mouth,  and  salvarsan,  and  antimony 
by  injections — were  tried.  None  had  any  effect  upon  the 
course  of  the  fever.  In  a few  cases  aspirin,  and  in  more 
morphine,  relieved  the  pain  temporarily. 

Along  with  this  relapsing  form,  which  was  called  trench 
fever,  there  were  others  which  showed  no  relapse,  though 
the  symptoms  were  the  same.  Some  of  them  had  a lmg- 
backed  curve,  the  highest  points  lying  towards  the  middle 
of  the  curve,  which  fell  to  normal  about  the  tenth  day. 
Others  had  a low  pyrexia,  never  rising  much  above 
100  F.,  but  lasting  a fortnight  or  three  weeks.  In  the 
summer  of  1916  a number  of  cases  of  short  fever  were  seen 
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in  which  the  spleen  was  enlarged.  These  cases  were 
occasionally  observed  at  other  times.  They  were  probably 
a special  form. 

Some  thought  that  they  could  distinguish  a special  type 
which  they  called  shin  fever,  but  this  could  not,  on  wider 
investigation,  be  established.  It  should  be  added  that 
pain  in  the  shins  was  not  peculiar  to  any  fever.  It  was 
seen  in  typical  cases  of  enteric. 

Some  bacteriologists  found  various  infections  in  the 
blood  of  these  cases,  but  their  results  were  not  confirmed. 

The  chief  diseases  from  which  these  fevers  had  to  be 
distinguished  were  one  of  the  enteric  fevers  and  influenza. 
It  was  not  until  repeated  examinations,  extending  over 


some  hundreds  of  cases,  had  been  made  that  we  felt 
justified  in  excluding  the  former.  Influenza  is  so  protean 
a disorder  that  its  exclusion  was  still  more  difficult.  There 
were  in  these  fevers,  however,  no  catarrhal  symptoms,  the 
B.  influenzae  was  never  found  in  the  blood,  and  the  cases 
occurred  only  at  the  front  or  among  the  personnel  of  hos- 
pitals where  the  cases  were  treated.  It  was  not  a general 
epidemic  as  influenza  usually  is. 
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The  application  of  science  to  every  department  of  modern 
warfare  is  universally  appreciated.  Without  the  co-opera- 
tion of  the  engineer,  the  physicist,  and  the  chemist,  war- 
fare could  not  approach  its  present  destructive  character. 
But,  apart  from  these  activities,  the  importance  of  which 
can  hardly  be  over-estimated,  a large  amount  of  purely 
scientific  endeavour  has  been  devoted  to  the  conservation 
of  the  health  of  those  taking  an  active  part  in  the  present 
struggle.  The  object  of  the  following  notes  is  to  indicate 
a few  striking  examples  of  what  may  be  termed  constructive 
applications  of  biochemistry. 

Purification  of  Water. 

The  supplying  of  a large  army  in  the  field  with  safe  and 
palatable  drinking  water  is  obviously  a problem  of 
immense  practical  importance..  The  difficulties  encoun- 
tered, particularly  when  troops  are  living  in  typhoid- 
infected  areas,  were  great,  but  the  sanitary  service  of  the 
army  has  every  reason  to  feel  proud  of  the  great  success  it 
has  achieved  in  this  direction.  The  use  of  chlorine  com- 
pounds for  the  sterilization  of  polluted  waters  has  long 
been  practised,  particularly  in  typhoid -infected  areas  in 
America,  but  the  application  of  the  method  on  a huge 
scale  to  field  conditions  required  additional  experience  and 
experiment.  The  care  bestowed  in  the  control  of  the 
army  water  supplies  by  both  chemical  and  bacteriological 
methods  has  been  fully  justified  by  the  results,  and  if  the 
publication  of  statistics  were  permitted,  it  would  appear 
that  some  other  nations  had  still  much  to  learn  in  this 
direction.  While  the  excellent  typhoid  statistics  of  the 
British  army  are  doubtless  in  large  measure  due  to  pro- 
tective inoculation,  the  efficient  supplementing  of  this 
procedure  by  the  provision  of  safe  water  supplies  is  no 
inconsiderable  factor. 

Accessory  Food  Factors  (Vitamines). 

Questions  of  diet  are  of  no  less  importance  than  water 
supply.  In  recent  years  biochemical  studies  have  indi- 
cated the  necessity  of  the  presence  of  certain  substances 
in  relatively  small  amounts  in  order  to  make  an  otherwise 
ample  diet  adequate  for  maintenance  or  growth.  The 
earliest  experiments  of  this  kind  were  made  at  Cambridge 
by  Professor  Hopkins  and  Miss  Wilcox.  They  found  that 
mice  furnished  with  a diet  containing  liberal  amounts  of 
fat,  carbohydrate,  and  protein,  which  were  much  more 
than  sufficient  to  furnish  the  energy  requirements  of  the 
organism,  failed  to  sustain  life  if  a particular  amino-acid, 
discovered  by  Hopkins,  was  not  a constituent  of  the 
protein.  This  heterocyclic  amino-acid,  tryptophane,  sys- 
tematically named  indole  a-aminopropionic  acid,  was 
found  as  a constituent  of  many  proteins,  but  not  all.  It  is 
absent,  for  example,  from  gelatine,  this  being  one  reason 
why  gelatine  is  an  incomplete  protein  food.  Hopkins  and 
Wilcox  found  that  addition  of  small  amounts  of  trypto- 
phane to  the  inadequate  diet  just  referred  to  was  followed 
by  marked  improvement  in  the  condition  and  duration  of 


life  of  experimental  auimals.  A most  valuable  discussion 
on  the  importance  of  individual  amino-acid  groupings  in 
proteins  for  nutrition  and  growth  has  recently  been  pub- 
lished bv  Hopkins  in  his  lecture  at  the  Chemical  Society, 
May  18th,  1916.1 

Later  experiments  showed  that  young  animals  could  not 
grow  when  fed  upon  so-called  “synthetic  ” diets  consisting 
of  mixtures  of  pure  proteins,  fats,  carbohydrates,  and  salts, 
although  maintenance  might  be  secured  for  a considerable 
time.  But  Hopkins2  found  that  a substance  or  substances 
found  in  normal  foodstuffs  (for  example,  milk)  can,  when 
added  to  the  dietary  in  astonishingly  small  amounts,  secure 
the  utilization  for  growth  of  the  protein  and  energy  con- 
tained in  such  artificial  mixtures.  The  significance  of 
these  observations  with  regard  to  diseases  such  as  scurvy, 
rickets,  and  beri-beri  was  at  once  apparent. 

Late  work  by  Hopkins,  and  a host  of  followers,  has 
served  to  emphasize  the  importance  for  nutrition  and 
growth  of  these  small  amounts  of  substances  which  are 
often  called  “accessory  factors”  or  “vitamines.”  Some 
of  the  subtances  which  are  found  in  milk,  yeast,  whole  rice 
meal,  and  animal  tissues,  are  extraordinarily  potent  in  the 
relief  of  polyneuritis  induced  experimentally  in  birds  by 
feeding  on  a “ vitamine  ’’-free  diet  of  polished  rice.  The 
exact  nature  of  these  substances  is  still  obscure,  although 
Funk,3  working  at  the  Lister  Institute,  Suzuki  in  Japan,4 
Moore  and,  co-workers,5  Cooper,6  and  others,  in  England, 
have  obtained  partly  purified  basic  products  of  high 
potency.  The  practical  importance  of  these  studies  has 
been  amply  justified  by  the  success  obtained  in  the  preven- 
tion of  scurvy,  beri  beri,  and  similar  nutritional  disorders 
among  troops  operating  under  conditions  which  render  the 
abundant  supply  of  fresh  food  difficult  or  impossible.  By 
supplementing  the  diet  available  under  such  circumstances 
with  small  amounts  of  material  rich  in  “ vitamines,”  it  has 
been  possible  to  restrict  the  development  of  the  disorders 
mentioned  in  a way  that  would  have  been  impossible 
even  a few  years  ago.  A large  number  of  experiments 
as  'to  the  most  practical  form  of  supplying  the  needed 
vitamines  has  been  carried  out  under  the  direction  of  the 
authorities  concerned,  who  were  keenly  alive  to  prac- 
tical lessons  to  be  learnt  from  the  laboratory  studies  just 
referred  to. 

It  is  of  interest  to  note  that  some  recent  experiments  of 
Williams7  upon  the  curative  action  of  various  substances 
on  experimentally  induced  polyneuritis  in  birds  appear  to 
show  that  certain  synthetic  pyridine  derivatives  containing 
a betaine-like  ring  possess  this  property  in  high  degree. 
A substance  intimately  related  to  the  purin  compound 
adenine  has  been  isolated  from  yeast,  and  also  found  to 
exert  curative  action.  The  necessity  for  purin  derivatives 
for  the  synthesis  of  nuclear  substance  in  vivo  is  noteworthy 
in  this  connexion.  It  may  reasonably  be  expected  that 
the  more  intimate  analysis  of  metabolic  processes  which  is 
being  made  possible  by  the  pioneer  work  of  Hopkins  will 
find  many  applications  in  the  treatment  and  prevention 
of  nutritional  disorders. 
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Wound  Infections. 

Few  subjects  have  attracted  more  urgent  attention 
■during  the  present  war  than  the  question  of  the  treatment 
•of  infected  wounds.  As  every  one  knows,  this  problem 
lias  surpassed  in  difficulty  anything  which  had  previously 
been  experienced,  both  as  regards  the  frequency  aud 
malignity  of  wound  infections.  Apart  from  special  surgical 
procedure  and  protective  inoculation,  with  which  we  are 
not  concerned  at  the  moment,  the  problem  has  been  chiefly 
attacked  in  two  ways. 

Hypertonic  Suit  Solutions. 

The  method  advocated  by  Sir  Almroth  Wright  demands 
the  employment  of  salt  solutions  of  varying  concentration 
hut  of  slight  germicidal  action.  Hypertonic  salt  solutions 
are  used  to  provoke  an  increased  flow  of  lymph  from  the 
wound  surfaces  with  the  object  of  facilitating  aud 
accelerating  the  natural  processes  of  repair.  The  other 
methods  which  are  in  vogue  involve  the  use  of  more 
active  chemical  agents — antiseptics— with  the  aim  of  re- 
ducing infection  by  more  or  less  direct  germicidal  aetiou. 
There  has  been  a great  deal  of  discussion  as  to  the  rival 
merits  of  the  two  systems,  but  to  some  observers  at  least 
it  would  appear  that  the  differences  between  the  so-called 
“physiological”  aud  “antiseptic”  methods  of  treating 
wounds  are  not  nearly  so  great  as  at  one  time  appeared, 
and  that  the  effects  sought  by  the  best  exponents  of  the 
two  methods  have  much  in  common. 

Antiseptics. 

At  first,  prime  importance  was  attached  to  the  search 
for  the  most  actively  germicidal  substances  as  judged  by 
their  aetiou  on  micro-organisms  suspended  in  various 
media  outside  the  body.  With  the  aid  of  these  substances 
much  was  expected  in  the  way  of  rapid  wound  steriliza- 
tion, but  the  results  were  mostly  disappointing.  The 
problem  was  evidently  not  to  be  solved  in  this  way,  and 
the  idea  that  dirty  lacerated  wounds  could  be  sterilized  by 
isolated  applications  of  powerful  antiseptics  had  early  to 
be  abandoned.  The  exponents  of  physiological  methods 
did  genuine  service  in  indicating  the  danger  and  futility 
of  such  a procedure,  and  it  was  soon  realized  that  where, 
as  was  the  rule,  sterilization  was  not  effected,  the  eon- 
comitaut  injury  to  living  tissue  by  the  unintelligent  appli- 
cation of  corrosive  antiseptics  might  far  outweigh  any 
advantage  gained.  But  at  the  same  time  it  cannot  be  too 
strongly  insisted  that  experiences  of  this  kind  cannot  be 
taken  as  refuting  the  value  of  every  kind  of  antiseptic 
treatment.  With  the  desire  to  secure  crucial  experiments 
to  prove  the  inutility  of  antiseptics,  wounds  have  been 
extensively  swabbed  with  pure  carbolic  acid  with  the 
avowed  intention  of  giving  the  antiseptic  every  chance. 
Yet,  in  the  light  of  the  experience  of  the  last  thirty 
months,  the  finding  of  organisms  in  the  discharge  from  any 
but  trifling  wounds  treated  iu  this  way  was  almost  a fore- 
gone conclusion,  and  proves  notliiugas  to  the  efficacy  of  anti- 
septics in  general  when  employed  under  proper  conditions. 

When  it  was  realized  that  the  immediate  sterilization  of 
badly  infected  deep  wounds  by  a single  application  of  a 
“ strong  ” antiseptic,  even  when  applied  soon  after  the 
infliction  of  the  wound,  was  rarely  successful,  attention 
was  turned  to  the  repeated  or  even  continuous  application 
of  relatively  mild  antiseptic  solutions,  aud  here  genuine 
success  appears  to  have  been  obtained. 

Hypochlorites. 

Of  the  innumerable  antiseptics  which  have  been  em- 
ployed in  the  present  war  two  appear  to  have  been 
regarded  with  especial  favour,  and  they  have  much  in 
common.  These  are  the  calcium  hypochlorite  and  boric 
acid  mixture  introduced  by  Professor  Lorrain  Smith 
under  the  name  of  “ eusol,”  - and  neutral  sodium  hypo- 
chlorite solution,  the  preparation  of  which  was  described 
iu  this  Journal.9  The  composition  of  the  latter  solution 
has  been  modified  by  various  writers  in  minor  details 
without  much  essential  change.  Although  the  germicidal 
action  of  hypochlorites  has  long  been  made  use  of  for 
water  purification  and  other  similar  hygienic  purposes, 
until  recently  they  had  seldom  bocu  used  for  surgical 
purposes,  except  occasionally  for  the  removal  of  sloughs. 
One  reason  for  this  is  undoubtedly  to  be  found  in  the  fact 
that  commercial  hypochlorite  preparations  commonly  con- 
tain free  alkali,  and  hence  are  intensely  irritating.  The 


presence  of  free  alkali  is  guarded  against  iu  the  prepara- 
tion of  the  two  solutions  just  mentioned  by  substantially 
the  same  method,  which  may  be  incidentally  referred  to 
as  illustrating  the  application  of  a well-known  physico- 
chemical principle.  It  has  long  been  known  that  wheu  a 
polybasic  acid,  such  as  phosphoric  or  carbonic  acid,  is 
partly  neutralized  by  successive  additions  of  alkali,  a point 
is  reached  when  the  solution  contains  a mixture  of  acid 
and  neutral  salts  which  reacts  approximately  neutral  to 
suitable  indicators.  To  such  a solution  moderate  additions 
of  either  acid  or  alkali  may  be  made  without  changing  the 
reaction  of  the  solution,  the  only  change  being  variations 
in  the  proportions  of  various  salts.  This  mechanism,  as 
Henderson  and  others  have  shown,  is  largely  responsible  for 
the  maintenance  of  the  essential  neutrality  of  blood  aud 
other  body  fluids  under  changing  conditions.  In  the  case  of 
the  autiseptic  solutious  under  consideration,  the  polybasic 
boric  acid  was  chosen  for  adding  to  the  alkaline  hypo- 
chlorites, so  that  the  resulting  solutions  were  capable  of 
maintaining  neutrality.  Using  similar  principles,  Daufresne 
has  developed  a hypochlorite  solution  containing  no  boric 
acid  but  a mixture  of  carbonate  and  bicarbonate.  Such 
solutions  are  referred  to  as  “ buffer  solutions,”  indicating 
their  ability'  to  reduce  the  actual  change  of  reaction  due 
to  the  addition  of  either  acid  or  alkali. 

These  hypochlorite  preparations  are  probably  used  more 
widely  than  any  other  antiseptic  solutions  at  the  present 
time,  uot  only  iu  our  own  Army  Medical  Service  but  in 
the  allied  countries,  and  from  recent  reports  it  appears 
that  the  Germans  have  been  making  extensive  use  of  them 
as  well.  They  were  both  developed  as  the  result  of  work 
carried  out  ou  behalf  of  the  Medical  Research  Committee. 
The  wide  adoption  of  these  antiseptics  in  preference  to 
those  more  generally  used  prior  to  the  war  is  significant, 
especially  iu  view  of  the  disfavour  with  which  antiseptics 
iu  general  were  regarded  a short  time  after  the  outbreak 
of  the  war,  as  a result  of  their  comparative  failure  to  meet 
the  demands  then  made  upon  them. 

This  preference  for  the  hypochlorite  antiseptics  as  com- 
pared with  many  others  appears  to  be  supported  by  both 
clinical  results  and  by  laboratory  investigations.  The 
solvent  action  of  hypochlorites  on  necrotic  tissue  is  a great 
advantage  when  contrasted  with  the  coagulating  effect  of 
many  antiseptics  on  blood  serum  and  wound  exudates. 
The  former  action  of  hypochlorites  permits  the  wound 
surface  to  remain  moist  and  so  removes  obstacles  to  the 
outward  flow  of  lymph,  which  is  so  readily  checked  by 
antiseptics  which  are  protein  precipitants.  Moreover,  the 
hypochlorites,  by  virtue  of  their  strong  oxidizing  power., 
appear  to  react  readily  with  the  toxic  products  of  bacterial 
activity — aud  indeed  this  action,  as  will  be  referred  to 
later,  has  been  used  by  Dean  for  the  preparation  of 
dysentery  toxin  of  greatly  diminished  toxicity,  but  other- 
wise potent  for  the  production  of  antibodies.  The  diminu- 
tion in  general  toxaemia  following  the  free  use  of  hypo- 
chlorite in  old,  badly  infected  wounds,  especially  fractures, 
iu  which  sterilization  is  incapable  of  attainment,  is  a 
common  observation,  as  well  as  the  increase  in  the 
toxaemia  following  its  abandonment  or  replacement  by 
some  other  solutions.  Furthermore,  from  the  experiments 
of  Wright,10  it  appears  that  hypochlorites  are  preferable 
to  antiseptics  such  as  phenol  or  iodine,  since  they  differ 
markedly  from  the  latter  in  being  less  disturbing  to  a 
favourable  balance  between  the  antitryptic  and  tryptic 
effects  in  fluids  such  as  are  formed  by  wound  secretion. 
Wright  regards  this  as  the  probable  explanation  of  why 
wounds  treated  with  hypochlorite  suppurate  less  and  heal 
better  than  did  the  wounds  treated  in  the  earlier  period 
of  the  war  with  the  antiseptics  then  in  use.  The  suggestion 
that  antitrypsin  plays  an  important  part  in  the  normal 
bactericidal  properties  of  blood,  as  put  forward  by  Wright 
and  others,  has  an  obvious  connexion  with  the  above 
opinion,  aud  in  this  relation  it  may  be  recalled  that  hypo- 
chlorites, like  many  other  active  chemical  substances, 
when  injected  intravenously  into  animals,  produce  first  a 
fall  and  then  a marked  rise  above  normal  of  the  anti- 
tryptic value  of  the  blood  serum. 

Synthetic  Dyes  us  Antiseptics. 

The  selective  antibacterial  action  of  certain  synthetic 
dyes  (crystal  violet,  malachite  green,  etc.)  has  long  been 
applied  by  bacteriologists  in  the  preparation  of  differential 
culture  media.  The  work  of  Ehrlich  and  his  school  on  the 
specific  therapeutic  action  of  certain  dyes  in  protozoal 
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infections  is  also  well  known.  The  special  need  created  by 
the  war  for  substances  of  low  toxicity  to  the  tissues  of 
higher  animals,  but  of  high  antiseptic  potency,  has  led  to 
the  use  of  several  dyes  for  the  disinfection  of  wounds. 
Very  good  results  have  been  obtained  by  using  dyes  of  the 
triphenylmethane  series  (crystal  violet,  malachite  green, 
brilliant  green).  Fildes,  Rajchman,  and  Cheatle,28  who 
were  among  the  earliest  workers  to  apply  the  disinfecting 
action  of  such  dyes  to  wound  treatment,  used  a mercury 
compound  of  malachite  green,  sprayed  on  to  the  wound 
surface  in  alcoholic  solution,  and  obtained  better  results 
than  with  either  malachite  green  or  mercuric  chloride 
alone.  A recent  publication  by  Browning 24  deals 
with  a further  development  of  the  use  of  dyes  as 
antiseptics,  and  describes  results  of  extraordinary  interest 
and  promise,  obtained  with  a dye  of  the  acridine 
series,  of  which  the  trypanocidal  value  was  studied  some 
years  ago  by  Ehrlich.  This  substance,  “trypaflavin” 
(diamino-methyl  acridinium  chloride),  has  been  found  to 
have  a high  general  antiseptic  value  by  Browning,  who,  on 
account  of  this  more  general  application,  proposed  to  call 
it  “ flavine.”  Browning  finds  that,  while  the  antiseptic 
action  of  all  other  substances  examined,  including  the  dyes 
mentioned  above,  is  greatly  diminished  by  the  presence  of 
blood  serum,  that  of  flavine  is  not  only  not  diminished,  but 
is  conspicuously  increased,  even  to  five  times  its  potency 
in  water.  This,  taken  in  conjunction  with  Browning’s 
further  observation  that  flavine  is  harmless  to  the  tissues, 
and  even  to  the  activity  of  leucocytes,  in  concentrations 
having  a strong  antiseptic  action,  awakens  great  expecta- 
tions concerning  its  therapeutic  value  in  various  infections. 
Preliminary  trials  have  already  confirmed  its  efficacy  in 
the  treatment  of  septic  wounds,  and  the  results  of  the 
more  extended  trial,  which  will  be  carried  out  under  the 
Medical  Research  Committee  as  soon  as  adequate  quantities 
of  the  dye  are  available,  will  be  awaited  with  interest. 

The  Chemistry  of  Disinfection. 

But  the  measure  of  success  achieved  by  many  surgeons 
in  the  treatment  of  infected  wounds  with  hypochlorite 
antiseptics  has  been  due  to  much  more  than  the  substitu- 
tion of  one  antiseptic  lotion  for  another.  Granted  that 
hypochlorites  possess  certaiu  advantageous  properties  not 
shared  by  other  antiseptics,  their  employment  requires  the 
observance  of  other  essential  conditions  if  success  is  to 
be  obtained.  The  development  of  these  conditions,  apart 
from  the  necessary  surgical  interference,  was  based  on 
laboratory  work.  The  researches  of  C.  J.  Martin  and 
Miss  Chick  have  done  much  to  supply  accurate  information 
as  to  the  laws  of  disinfection.  From  studies  on  the  rate 
of  disinfection  by  mercuric  chloride,  silver  nitrate,  and 
phenol  acting  on  B.  paratyphosus  and  spores  of  B.  antliracis, 
Miss  Chick11  concluded  that  a very  complete  analogy 
existed  between  ordinary  chemical  reactions  and  the  pro- 
cess of  disinfection,  one  reagent  being  represented  by  the 
disinfectant  and  the  second  by  the  protoplasm  of  the 
bacterium.  In  the  case  of  the  spores  the  process  of  dis- 
infection proceeds  with  a reaction  velocity  in  accordance 
with  the  well-known  equation  for  a unimolecular  reaction, 
if  figures  representing  “numbers  of  surviving  bacteria” 
are  considered  and  taken  as  the  equivalent  of  “reacting 
substance.”  In  the  case  of  B.  typhosus  departures  from 
the  simple  law  were  noted  owing  to  permanent  differences 
in  resistance  to  the  antiseptic  among  the  individual 
organisms.  The  rate  of  disinfection  in  all  cases  was 
greatly  increased  by  rise  in  temperature,  the  velocity 
being  increased  three  to  ten  fold  by  an  increase  of  ten 
degrees  Centigrade. 

If  the  act  of  disinfection  be  thus  regarded  as  a chemical 
reaction  proceeding  with  a definite  velocity,  the  successful 
use  of  antiseptics  will  depend  on  the  establishment  of 
conditions  such  that  the  reaction  may  be  pushed  as  far  as 
possible  towards  completion  in  any  given  period  of  time. 
Increase  in  the  active  mass  of  antiseptic  and  rise  in  tem- 
perature will  favour  the  course  of  the  reaction,  but  in  the 
case  of  wound  treatment  these  factors  are  obviously 
limited  by  other  considerations.  In  the  case  of  hypo- 
chlorites, the  maintenance  of  an  effective  mass  of  anti- 
septic in  a wound  cavity  is  a difficult  problem  on  account 
of  the  ease  with  which  these  substances  enter  into  com 
bination  with  proteins  and  other  compounds  in  the  wound 
exudate.  Of  these  products,  those  which  contain  active 
chlorine  united  to  nitrogen  retain  their  germicidal  action 
while  the  others  lose  it  entirely.  It  is  for  this  reason  that 


the  technique  employed  by  those  who  obtain  really  satis- 
factory results  with  the  hypochlorite  antiseptics  requires 
such  careful  observance.  The  repeated  renewal  of  hypo- 
chlorite solution  in  wounds  which  have  received  adequate 
preliminary  surgical  treatment  is  a practical  neces  tj  tl 
is  easily  understood  if  the  rate  of  its  disappearance  is  borne 
in  mind,  but  this  has  too  often  been  overlooked  by  those 
who  hope  to  find  special  curative  action  following  infre- 
quent administration  of  these  antiseptics.  The  technique 
employed  by  Carrel  and  Dehelly  in  France  and  by  Sir 
Berkeley  Moynilian 12  and  many  others  in  England,  by  which 
frequently  renewed  quantities  of  hypochlorite  the  amount 
varying  with  the  character  and  surface  extent  of  the 
wound — are  injected  into  the  cavity  and  its  recesses  by 
means  of  rubber  supply  tubes,  is  a natural  consequence  of 
the  chemical  properties  of  the  antiseptic  they  employ.  As 
in  the  case  of  the  treatment  of  wounds  with  hypertonic 
salt  solution  and  other  irrigation  methods  the  technique  is 
of  prime  importance,  and  success  or  failure  depends  to  a 
greater  extent  upon  this  than  upon  minor  details  in  the 
composition  of  the  solution. 

The  widespread  adoption  of  hypochlorites  for  antiseptic 
purposes  invited  chemical  studies  as  to  their  mode  of 
action.  Apparently  there  are  great  differences  in  the  way 
antiseptic  substances  act.  Miss  Chick’s  experiments  con- 
firmed the  view  that  the  metallic  ions  resulting  from  the 
electrolytic  dissociation  in  solution  of  salts  such  as  mer- 
curic chloride  and  silver  nitrate  are  the  real  disinfecting 
agent  rather  than  the  salts  as  a whole,  and  this  conclusion 
is  in  harmony  with  some  unpublished  results  showing 
that  some  double  cyanides  of  silver  which  do  not  disso- 
ciate normally  have  a surprisingly  low  germicidal  action. 
Cooper,13  working  at  the  Lister  Institute,  concluded  that 
the  germicidal  action  of  phenol  is  not  due  to  a typical 
union  of  the  phenol  with  bacterial  protoplasms,  as  is 
probably  the  case  with  formaldehyde,  but  rather  to  a 
de-emulsifying  effect  upon  a colloidal  suspension  of  some 
constituent  protein  essential  for  the  vitality  of  the 
organisms.  In  the  case  of  hypochlorites  direct  chemical 
action  upon  bacterial  proteins,  and  any  other  protein 
which  may  be  in  the  medium,  undoubtedly  occurs,  and  the 
germicidal  substances  so  formed  may  contain  much  active 
chlorine  linked  to  nitrogen  as  NCI  groups.  A systematic 
study  of  many  synthetic  substances  containing  this 
grouping  led  to  the  conclusion  that  almost  all  of  them 
possessed  high  antiseptic  properties,  and  one  of  them, 
toluene  sodium  sulphochloramide,  or  cliloramine-T,  has 
been  used  on  an  extensive  scale.  Its  manufacture  was 
first  undertaken  in  England,  and  it  is  now  made  by  many 
firms  here  and  abroad.  Apart  from  the  use  of  the  sub- 
stance for  general  antiseptic  purposes,  its  stability  permits 
its  use  in  very  dilute  solution  under  conditions  in  which 
hypochlorites  would  be  too  irritating.  One  of  the  most 
interesting  applications  of  this  substance  has  been  worked 
out  by  Colonel  Gordon  and  published  in  this  Journal. 
Carriers  of  the  meningococcus,  when  placed  in  an 
inhalatorium  and  subjected  to  the  action  of  a steam  spray 
carrying  the  antiseptic  in  fine  suspension,  have  been  freed 
from  this  organism  in  satisfactory  manner,  and  the 
successful  extension  of  the  method  to  other  infections  of 
the  upper  respiratory  passages  seems  likely.  Here  again, 
as  in  the  use  of  antiseptics  for  wound  treatment,  details 
of  technique  in  the  presentation  of  the  drug  are  of 
cardinal  importance. 

Synthetic  Drugs. 

Among  the  many  tasks  which  confronted  chemists  at 
the  outbreak  of  the  war,  few  were  more  urgent  than  that 
of  preparing  adequate  quantities  of  certain  drugs  for  the 
supply  of  which  we  had  previously  been  dependent  on 
hostile  countries.  Much  of  this  work  has  been  done  in  a 
successful  and  unobtrusive  way  in  the  laboratories  of 
chemical  manufacturers,  while  in  other  cases  the  assistance 
of  organic  chemists  on  the  staff  of  our  universities  has 
been  freely  and  cheerfully  given.  It  is  unnecessary  to  go 
into  details  with  regard  to  the  individual  products,  which 
cover  a wide  range,  but,  as  is  well  known,  the  demand  for 
arsenical  compounds  of  the  type  of  salvarsan  and  various 
local  anaesthetics  such  as  novocain  and  eucaine  was  par- 
ticularly heavy  and  has  been  well  met.  It  will  be  recalled 
that  the  latter  substance  is  an  acetone  derivative,  and  in 
this  connexion  reference  may  be  made  to  the  development 
in  this  country,  since  the  war  commenced,  of  the  industrial 
production  of  acetone  by  a fermentation  process.  This 
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new  industry  promises  to  be  of  great  utility.  Salvarsan 
and  its  congeners  and  the  local  anaesthetics  are  now  pro- 
duced in  a thoroughly  successful  fashion  not  only  in  this 
country  but  also  in  Canada.  The  control  of  the  quality  of 
salvarsan  offered  for  sale  in  this  country  has  been  cared 
for  by  the  Medical  Research  Committee,  while  in  Canada 
the  manufacturers’  product  is  tested  in  the  laboratories  of 
the  Pathological  Department  of  Toronto  University. 

An  interesting  investigation  on  the  fate  of  salvarsan  and 
neo  salvarsan  has  recently  been  published  by  W. . I.  Young." 
This  author  finds  that  these  substances,  when  injected 
intravenously  into  goats,  give  rise  to  the  presence  of 
arsenic  in  the  blood  plasma  and  corpuscles  in  a form 
which  cannot  be  removed  by  dialysis  but  which  can  be 
precipitated  with  the  serum  proteins  by  tannic  acid.  A 
similar  behaviour  is  shown  by  atoxyl.  No  such  combina- 
tion could  be  observed  when  inorganic  arsenic  preparations 
were  injected,  and  it  would  appear  as  if  the  varying  thera- 
peutic effects  of  different  types  of  arsenic  preparations 
depended,  at  least  in  p irt,  on  whether  nou-dialysable 
arsenic  appears  in  the  blood.  Careful  studies  of  the  rate 
of  arsenic  excretion  following  administration  of  salvarsan 
and  ueo-salvarsan  have  been  published  by  Webster.1'' 

Although  so  much  remained  to  be  done  to  supply  exist- 
ing demands,  a few  new  therapeutic  products  of  approved 
value  have  been  introduced.  Among  these  mention  must 
be  made  of  the  introduction  of  emetine  bismuthous  iodide 
by  II.  11.  Dale  16  for  the  treatment  of  carriers  of  amoebic 
dysentery.  This  substance  was  suggested  by  Du  Mez  as 
of  possible  value,  and  Dale’s  work  has  definitely  shown 
that  carriers  who  have  long  been  treated  without  success 
with  emetine  administered  hypodermically  in  the  ordinary 
way,  can  be  freed  from  infection  by  the  new  drug,  which, 
unlike  emetine  itself,  can  be  given  by  the  mouth. 

A new  synthesis  of  /3-iminazolethylamine,  a substance 
which  was  shown  by  Barger  and  Dale  to  be  one  of  the 
most  physiologically  active  constituents  of  ergot,  has  come 
to  light  in  a rather  curious  way.  In  studying  the  oxidizing 
action  of  the  autiseptic  ehloramine-T  upon  various  amino 
acids  derived  from  proteins,  it  was  found  that  many  of 
these  substances  were  converted  into  cyanides  with  one 
less  carbon  atom  than  the  original  substance.  Histidine, 
for  example,  gave  cyanomethvlglyoxaline,  and  the  latter 
substance,  as  was  already  known,  gives  the  active 
fi dminazolethylamine  on  reduction.17  The  reaction  pro- 
mises to  be  of  technical  value  for  the  preparation  of  this 
and  allied  physiologically  active  amines. 

Pharmacological  Research. 

In  relation  to  pharmacological  research,  reference  must 
be  made  to  an  extraordinary  investigation  in  the  chemistry 
of  the  opium  alkaloids  recently  published  by  W.  H.  Perkin.18 
The  work  mainly  deals  with  cryptopine,  an  alkaloid 
occurring  in  such  small  quantities  that  10,000  lb.  of  opium 
were  needed  for  the  prejiaration  of  5 oz.  of  the  hydro- 
chloride. The  breaking  down  of  cryptopine,  mainly  by 
oxidation  under  carefully  regulated  conditions,  with  the 
formation  of  substances  either  of  known  structure  or 
which  were  subsequently  synthesized,  and  the  deduction  of 
the  probable  molecular  arrangement  of  the  parent  alkaloid 
from  the  structure  of  these  simpler  derivatives,  is  a triumph 
of  experimental  skill  and  theoretical  insight.  Scores  of 
new  compounds  were  carefully  characterized  in  the  course 
of  the  work,  which  throws  much  interesting  light  not  only 
on  the  structure  of  cryptopine  and  protopine,  but  on  other 
related  alkaloids.  It  is  of  course  unnecessary  to  refer  to 
the  fact  that  it  is  to  researches  such  as  these  that  we  owe 
inspiration  and  direction,  not  only  in  the  work  of  the 
synthetic  preparation  of  the  natural  alkaloids  of  thera- 
peutic value,  but  in  the  artificial  synthesis  of  new  drugs. 

Cuslmy  19  has  lately  made  some  noteworthy  observations 
on  the  pharmacological  antagonism  existing  betweeu 
atropine  and  pilocarpine.  These  experiments  were  made 
on  the  salivary  secretion,  and  showed  that  in  different 
dogs  a constant  amount  of  atropine  was  necessary  to 
oppose  the  action  of  a constant  amount  of  pilocarpine,  and 
in  the  same  dog  the  ratio  of  the  two  drugs  remained  the 
same,  irrespective  of  how  the  actual  amounts  injected 
might  vary.  It  appears,  therefore,  that  the  antagonism 
proceeds  according  to  the  laws  of  mass  action  rather  than 
those  of  simple  chemical  combination  in  definite  propor- 
tions. The  investigation  is  an  interesting  example  of  the 
application  of  physio  chemical  methods  to  the  elucidation 
of  the  mechanism  of  the  action  of  drugs. 


Antitoxic  Serums. 

Reference  has  already  been  made  to  the  discovery  by 
H.  R.  Dean  and  R.  S.  Adamson30  that  the  toxicity  of  Shiga 
dysentery  vaccines  could  be  enormously  reduced  by  the 
restricted  action  of  hypochlorites  and  other  oxidizing 
agents  without  lowering  their  immunizing  power.  This 
gratifying  and  rather  surprising  result  has  been  abundantly 
confirmed,  and  points  the  way  to  a number  of  other  allied 
problems  of  practical  importance  which  might  be  success- 
ful ly  attacked,  especially  if  an  adequate  analysis  of  the 
chemical  reactions  concerned  should  result  from  further 
investigation. 

One  result  of  the  war  has  naturally  been  an  enormously 
increased  consumption  of  various  antitoxic  serums.  The 
concentration  of  serums  by  the  use  of  fractional  precipita- 
tion of  the  contained  proteins  by  salts  such  as  ammonium 
sulphate  has  led  to  the  preparation  of  high  titre  serums  from 
which  much  of  the  inert  material  has  been  removed.  In 
a recent  communication  from  the  antitoxin  laboratories 
of  the  Lister  Institute  at  Elstree,  Miss  Homer'31  has  de- 
scribed a number  of  practical  improvements  in  the 
methods  originally  developed  by  Banzhaf  and  Gibson,  - 
which  promises  to  make  the  method  easier  to  carry  out 
and  to  give  more  uniform  results. 

Theoretical  studies  by  Dale  and  Hartley  22  on  the  rela- 
tion of  anaphylaxis  to  different  serum  proteins  offer  some 
practical  considerations.  They  show  that  each  and  all  of 
the  individual  proteins  of  a serum  can  act  as  anaphylactic 
antigens,  and  that  the  ideal  to  be  aimed  at  in  concen- 
trating the  curative  elements  in  a specific  immune  serum 
is  simply  the  reduction  of  the  ratio  of  total  protein  to 
antitoxic  value.  For  the  purpose  of  reducing  serum  re- 
actions the  elimination  of  albumin  appears  to  be  as 
important  as  that  of  the  euglobulin  when,  as  is  usually 
the  case,  the  pseudoglobulin  is  the  fraction  carrying  the 
therapeutic  power.  Dale  and  Hartley  find  that  the  latent 
period  of  sensitiveness  to  albumin  is  relatively  long  com- 
pared with  the  globulins,  and  this  may  have  a bearing  on 
the  successive  crops  of  serum  rash  which  have  been 
recorded  as  following  a single  injection  of  serum. 
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Protection  against  Poisonous  Gases. 


In  closing,  reference  must  be  made  to  an  extremely 
important  branch  of  biochemical  work  about  which,  for 
obvious  reasons,  little  can  be  said.  The  introduction  of 
gas  warfare  by  an  unscrupulous  and  inhuman  foe  at  once 
led  seme  of  the  ablest  chemical  and  physiological  investi- 
gators in  the  country  to  devote  their  energies  to  devising 
the  best  methods  of  protection  against  asphyxiating  gas 
and  lachrymatory  shells.  The  ingenuity  displayed  by  the 
enemy  in  employing  every  conceivable  means  of  chemical 
attack  has  been  steadily  met  by  corresponding  improve- 
ments in  methods  of  protection.  These  researches,  often 
conducted  at  considerable  personal  risk,  have  presented 
problems  calling  for  rapid  solution,  which  demanded  the 
liighest  grade  of  scientific  work,  and  it  is  unfortunate  that 
more  cannot  at  present  be  written  of  the  admirable  way 
in  which  these  problems  have  been  solved.  No  line  of 
scientific  endeavour  is  more  appealing  than  that  of  giving 
to  our  own  and  allied  soldiers  the  best  possible  protection 
against  this  barbaric  form  of  attack,  and  the  success  that 
has  beeu  attained  must  be  universally  appreciated. 
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CHAPTER  V. 


MEDICINE  AND 

INTRODUCTION. 

ET 

Surgeon- General  Sik  Arthur  May,  K.C.B.,  K.H.P., 
F.R.C.S.,  R.N., 

Medical  Director-General,  R.N. 

This  outline  of  the  work  of  the  medical  service  of  the 
Royal  Navy,  necessarily  brief  from  the  exigencies  of 
space,  may  well  be  prefaced  with  the  satisfactory  state- 
ment that  the  health  of  the  service  afloat  has  been  excel- 
lent— better,  indeed,  than  in  times  of  peace.  This  fortunate 
result  is  due  to  several  factors:  in  the  first  place,  to  the 
■efforts  of  preventive  medicine  and  hygiene,  especially  the 
improved  ventilation  of  warships  introduced  shortly  before 
the  outbreak  of  war,  a subject  more  fully  dealt  with  on 
pp.  537-539;  in  the  second  place,  to  the  healthy  isolation 
■of  the  Grand  Fleet,  far  from  the  temptations  of  seaports ; 
thirdly,  to  the  minute  precautions  taken  in  drafting  men 
from  the  shore  depots  to  the  fleet,  which  entail  due 
.quarantine  after  exposure  to  infectious  fevers;  fourthly,  to 
lectures  by  the  medical  officers  to  the  ships’  crews  dealing 
with  personal  hygiene  and  insisting  on  the  results  of 
alcoholic  excess  and  the  dangers  of  venereal  disease  ; and, 
further,  to  the  care  taken  by  all  officers,  by  keeping  the 
men  physically  fit  by  means  of  exercise,  and  by  combating 
in  various  ways  the  effects  of  monotony  and  relative  inac- 
tivity, to  maintain  the  high  spirit  of  confidence  in  eventual 
success. 

At  the  outbreak  of  war  the  medical  personnel  was  at 
once  expanded  by  the  mobilization  of  the  retired,  emer- 
gency, and  Volunteer  Reserve  medical  officers,  by  the 
■creation  of  a large  number  of  temporary  surgeons  for  the 
period  of  hostilities,  and  by  the  appointment  of  about  ten 
consultants  (two  being  anaesthetists),  including  Sir 
Watson  Cheyne,  President  of  the  Royal  College  of 
Surgeons  of  England,  and  Sir  William  Macewen,  Regius 
Professor  of  Surgery  in  Glasgow.  Rather  later  an  old 
type  of  naval  medical  officer,  the  surgeon’s  mate,  was 
revived  in  the  enrolment  as  surgeon-probationers  R.N.V.R. 
of  medical  students  who  had  passed  the  examination  in 
anatomy  and  physiology,  and  who  had  begun,  but  not 
completed,  their  clinical  work.  They  were  placed  in 
torpedo-boat  destroyers  and  other  small  vessels  which 
otherwise  do  not  carry  medical  officers,  so  as  to  render 
first  aid,  aud,  as  the  records  of  the  Jutland  battle  show, 
this  trust  was  fully  justified.  The  sections  which  follow 
have  been  contributed  by  medical  officers  responsible  for  the 
subjects  dealt  with. 

MEDICINE  AND  CLINICAL  PATHOLOGY. 

BY 

Fleet  Surgeon  P.  W.  Bassett- Smith,  C.B.,  F.R.C.S.,  R.N., 

AND 

Temporary  Surgeon- General  H,  D.  Rolleston,  C.B., 
M.D.,  F.R.C.P.,  R.N., 

Senior  Physician,  St.  George’s  Hospital. 

The  general  methods  of  diagnosis  and  treatment  are 
naturally  the  same  in  naval  and  civil  hospitals,  and  do  not, 
therefore,  require  any  description.  The  association  between 
clinical  and  laboratory  work  is  as  close  as  in  the  metro- 
politan hospitals  with  teaching  schools  attached,  and  new 
methods  of  diagnosis  are  thus  tested  and  utilized  to  the  full. 

The  increasing  tendency  of  modern  mediciue  towards 
subdivision  and  specialization  has  been  reflected  on  the 
navy  by  the  assignment  of  temporary  surgeons  with 
previous  experience  of  special  branches  of  their  profession, 
such  as  ophthalmology,  neurology,  tuberculosis,  otology 
and  laryngology,  and  bacteriology,  to  the  care  of  such 
patients  and  duties.  Up-to-date  departments  for  *-ray 
work,  dentistry,  massage,  and  electrical  treatment  are 
attached  to  hospitals  where  the  sick- berth  staff  are 
trained  for  the  service  afloat.  The  work  of  the  labora- 
tories of  the  large  base  hospitals  was  assisted  by  the 
utilization  of  men  with  scientific  knowledge  but  without 
medical  qualifications.  The  Medical  Research  Committee 
sent  Dr.  P.  Fildes  to  Haslar  as  a bacteriological  expert, 
and  afforded  other  facilities. 
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Vaccines. 

At  the  Royal  Naval  College,  Greenwich,  then  is  a teaching 
school  with  large  laboratories  and  research  rooms  attached, 
which  during  the  war  has  been  the  central  establishment 
for  the  preparation  of  prophylactic  vaccines  and  the  dis- 
tribution of  curative  serums  to  the  fleet,  the  naval 
service  on  shore,  and  especially  to  the  recently  established 
Royal  Naval  Division  and  the  Royal  Naval  Air  Service. 
Here,  also,  most  of  the  examinations  of  air,  water,  aud  food 
for  the  service  afloat  and  the  various  shore  depots  called 
into  being  during  the  last  few  years  have  been  carried  out. 
During  tfie  war  more  than  2,250  bottles  of  antisepsis 
vaccine  have  been  sent  from  this  laboratory  to  the  ships 
and  fighting  forces.  This  in  1914  was  supplied  by  Sir 
Almroth  Wright,  but  since  that  time  has  been  manufactured 
at  Greenwich  from  strains  of  pyogenic  organisms  isolated 
from  wounds  received  in  the  war.  For  prophylactic  use 
nearly  6,000  doses  of  antitetanus  serum  have  been  issued, 
mainly  to  the  Royal  Naval  Division  serving  in  Gallipoli 
and  in  France.  During  two  years  anticholera  vaccine 
for  more  than  50,000  men  was  supplied  to  the  forces 
in  the  Eastern  Mediterranean  and  Persian  Gulf,  and 
to  the  latter  a quantity  of  plague  prophylactic  was  also 
- sent.  Since  the  recognition  of  dysentery  over  2,200  doses 
of  antidysenteric  serum  have  been  dispatched  for  hospital 
use.  At  this  laboratory  and  at  Malta  the  greater  part  of 
the  antityphoid  vaccines  used  in  the  naval  service  have 
been  prepared.  The  laboratories  of  Chatham,  Haslar, 
Plymouth,  and  Malta,  in  which  routine  examinations  of 
clinical  material  of  all  kinds  (and  also  of  milk  and  food, 
and  dressings)  are  carried  on,  have  had  a greatly  increased 
amount  of  work  in  the  form  of  systematic  examinations, 
both  from  a diagnostic  and  prophylactic  point  of  view,  in 
connexion  with  infectious  diseases. 

Antityphoid  inoculations  of  men  likely  to  be  exposed  to 
infection  have  been  systematically  carried  out.  In  the 
first  year  of  the  war  they  were  inoculated  with  a typhoid 
vaccine  received  from  Sir  Almroth  Wright.  When  para- 
typhoid infections  became  prevalent,  a triple  vaccine  was 
prepared  at  Greenwich  and  Malta  containing  the  typhoid 
organism  andbeing  multivalent  for  paratyphoid  A and  B,  from 
strains  isolated  from  cases  in  the  Eastern  Mediterranean. 
It  contained  the  full  dose  of  the  typhoid  germ  and  half 
the  number  of  paratyphoid  A and  B.  A fair  degree  of 
immunity,  as  judged  by  the  agglutination  test,  was  thus 
produced.  The  reaction  is  not  excessive  and  much  time 
and  trouble  are  saved  without  sacrificing  the  antityphoid 
immunizing  power.  With  this  more  than  40,000  men  have 
received  protective  inoculations,  and  by  this  means  the 
incidence  of  typhoid  among  enteric  cases  iu  1916  was 
reduced  from  35  per  cent,  in  the  uninoculated  to  11  per 
cent,  in  the  inoculated,  or  0.7  per  cent,  of  the  total  forces 
in  the  endemic  area,  and  undoubtedly  the  severity  of  the 
disease  was  considerably  lessened  among  those  who  did 
contract  the  disease. 

Dysentery. 

The  Royal  Naval  Division  in  Gallipoli  in  1915  suffered, 
in  common  with  the  other  forces  on  land,  from  diarrhoea, 
dysentery,  enteric  and  obscure  fevers.  The  numerous 
convalescents  sent  to  England  were  filtered  through  the 
large  naval  hospitals  to  prevent  the  escape  of  any  dysen- 
teric or  enteric  carriers  into  the  general  population.  The 
diagnosis  on  arrival  was  confirmed  or  modified  by  the 
verdict  of  the  laboratory  based  on  bacteriological,  sero- 
logical, and  microscopic  investigations.  The  result  of 
these  numerous  routine  examinations  incidentally  threw 
light  on  the  duration  and  course  of  the  agglutination 
changes  due  to  the  influence  of  inoculation  on  the  one 
hand  and  of  definite  infection  with  the  enteric  group  of 
micro-organisms  on  the  other  hand,  and  thus  enabled  a 
more  accurate  diagnosis  to  be  arrived  at  in  any  given  case; 
but  it  was  generally  recognized  that  for  certainty  of 
diagnosis  the  culture  of  the  organism  from  the  blood, 
faeces,  or  urine  was  essential.  In  the  dysentery  group  of 
infections  the  percentage  of  entamoeba  infections  found 
was  not  very  high,  but  amongst  those  infected  there  were 
some  very  obstinate  carriers,  resistant  to  all  forms  of 
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emetine.  Some  vague  intestinal  symptoms  have  been 
traced  to  such  organisms  as  Morgan  I bacillus,  and  in  one 
instance  at  least  great  benefit  was  derived  from  vaccine 
treatment  with  the  organism  isolated. 
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Cerebro-spinal  Fever. 

In  1915  cex-ebro  - spinal  fever  became 
England,  and 
during  the  first 
year  of  the  war 
170  cases  of 
the  disease 
occurred  in  the 
navy.  Among 
the  various  pre- 
cautions taken 
to  check  the 
spread  of  this 
disease,  exami- 
nation of  swabs 
from  the  naso- 
pharynx of  all 
new  entries  was 
undertaken  at 
the  beginning 
of  1916.  At 
G ree  nwicl) 
alone  5,000 
such  swabs 
were  examined 
during  the  first 
half  of  1916, 
and  of  4,713 
cases  of  healthy 
non-eontacts46, 
or  0.976  per 
cent.,  were 
found  to  be 
positive,  the 
diagnosis  being 
made  on  the 
morphological, 
cultural,  and 
aggl  utinative 
characters.  The 
percentage  ob- 
tained from 
contact  cases 
was  5.77.  Dur- 
ing the  winter 
of  1916-17  up 
to  F e b r u a r y, 
over  4,000 
swabs  have 
been  examined. 

From  3,900 
non-contact 
cases  there 
were  112  posi- 
tive cases,  or 
2.8  per  cent., 
which  is  con- 
s i d e r a b 1 y 
higher  than 
that  found  in 
1915-16.  These 
were  all  segre- 
gated, and  thus 
numerous  in- 
fective foci 
were  prevented 
from  spreading 
the  disease, 
which  in  this 
district  has  kept 
at  about  the 
same  level 

as  in  the  preceding  year,  although  more  men  passed 
through  the  depot.  In  299  instances  the  organisms 
isolated  were  examined  by  agglutination  tests ; of  these 
112  were  positive  and  187  negative,  using  the  multivalent 
serum  supplied  by  Flexner  as  the  final  criterion.  The 
greater  number  were  again  tested  by  the  four  univalent 
strains  prepared  by  Mervyn  Gordon;  of  82  so  examined 
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36  proved  to  belong  to  the  type  I,  40  to  type  II,  none  to 
type  III,  and  3 to  type  IV  ; 3 did  not  react  to  any  of 
Gordon's  serums.  In  the  subsequent  examination  of  these 
carriers  81  per  cent,  gave  no  further  evidence  of  infection, 
partly  no  doubt  as  a result  of  the  prophylactic  measures 
employed.  During  1916,  at  the  Royal  Naval  Hospital, 
epidemic  in  Chatham,  7,220  new  entries  were  examined,  giving  94,  or 

0.76  per  cent., 
positive  results; 
among  805  close 
contacts  there 
were  52  car- 
riers, or  6 per 
cent.,  and 
among  527  re- 
mote contacts 
6 carriers.  At 
the  Royal  Naval 
Hospital,  Ilas- 
lar,  among  5,000 
new  entries  ex- 
amined during 
January  and 
February,  1917, 
there  were  316, 
or  6.3  per 
cent.,  carriers; 
whereas  among 
2,022  new  en- 
tries examined 
rather  later 
during  1916 — 
namely,  in  the 
spring  — there 
were  no  posi- 
tive carriers. 
This  corre- 
sponds with  the 
observations  at 
Greenwich,  and 
suggests  an 
“epidemic  of 
carriers.”  At 
the  Royal  Naval 
Hospital,  Ply- 
mouth, among 
5,220  new  en- 
tries examined 
during  1916 
there  were  117, 
or  2.2  per  cent., 
carriers,  and 
among  723  con- 
tacts 144,  or 
19.9  per  cent., 
carriers. 

By  means  of 
this  systematic 
examination  of 
new  entries 
from  outside 
districts  the 
detection  and 
segregation  of 
carriers  have 
been  very 
thorough.  Dur- 
ing the  second 
year  of  the  war 
the  number  of 
cases  of  cerebro- 
spinal fever  in 
the  navy  de- 
clined to  104, 
although  the 
total  strength 
had  greatly 

increased.  This  fall  in  the  incidence  of  the  disease, 
whether  entirely  correlated  with  the  coincident  diminu- 
tion in  the  cases  of  cerebro-spinal  fever  in  the  civil 
and  military  population,  or  due  to  prophylactic  measures 
(quarantine  of  drafts,  examination  of  contacts  and  new 
entries),  is  eminently  satisfactory,  especially  as  out  of 
these  274  cases  of  cerebro-spinal  fever  in  the  navy  during 
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the  first  two  years  of  the  war  22,  or  8 per  cent,  only, 
occurred  in  sea  going  ships.  In  the  second  year  of  the 
war  the  serum  treatment,  which  had  proved  to  be  a failure 
in  the  previous  year,  was  successful ; 2,500  doses  were 
issued  from  Greenwich,  and  the  mortality  fell  17  per  cent., 
to  36  per  cent,  of  all  cases.  This  may  be  largely  ascribed 
to  the  use  of  Flexner’s  multivalent  meningococcic  serum 
generously  supplied  gratuitously  by  the  Rockefeller  Insti- 
tute, New  York,  and  of  Mervyn  Gordon’s  various  serums, 
which  were  not  available  during  the  first  year  of  the  war. 

A number  of  cases  clinically  suggesting  cerebro  spinal 
fever  (meningismus)  occurred,  but  no  confirmation  could 
be  obtained  by  laboratory  methods.  The  cerebro  spinal 
fluid  was  clear,  though  under  increased  pressure.  No 
organisms  were  observed  microscopically  or  by  culture, 
and  the  blood  did  not  contain  any  antibodies  to  any 
meningococcic  strains. 

Venereal  Disease. 

In  the  treatment  of  venereal  disease,  which  is  more  in 
evidence  than  in  most  general  civil  hospitals,  the  essential 
intimate  association  of  clinical  and  laboratory  work  is  well 
organized.  The  diagnosis  of  syphilis  by  the  microscopical 
detection  of  the  spirochaete  in  the  initial  lesion,  by  the 
Wassermann  reaction  of  the  blood  in  the  later  stages,  and 
by  the  cytological  examination  and  the  Wassermann 
reaction  of  the  cerebro-spinal  fluid  in  luetic  lesions  of  the 
central  nervous  system  is  an  established  routine  in  the 
larger  hospitals  and  laboratories,  and  the  treatment  by 
intravenous  injection  of  arsenical  compounds  is  universally 
controlled  by  the  examination  of  the  urine  for  arsenic. 
During  1916'  the  total  number  of  Wassermann  tests  made 
was  16,766;  at  Haslar  alone  during  that  year  1,833  injec- 
tions of  arsenical  compounds  were  given  for  syphilis ; 
kharsivan  was  given  on  1,522  occasions,  galyl  55,  and 
novo-arseno-billon  256  times. 

Protozoal  Infections. 

As  a result  of  the  large  number  of  men  serving  in 
tropical  and  subtropical  regions  protozoal  infections  have 
been  frequent.  These  areas  of  active  operations  may  be 
divided  into  three — (1)  the  Eastern  Mediterranean  and 
Mesopotamia,  (2)  East  Africa,  and  (3)  West  Africa. 

1.  In  the  Mediterranean  area  malarial  fevers  have  been 
most  abundant  around  Salonica  where  low-lying  swampy 
ground  has  been  chiefly  occupied;  the  disease  has  been 
very  severe,  and  mostly  of  the  malignant  form  caused  by 
the  P.  falciparum,  and  the  clinical  aspect  has  not  infre- 
quently suggested  enteric,  dysentery,  or  sunstroke.  As 
tbe  infection  is  unfortunately  very  resistant  to  quinine,  the 
most  important  prophylactic  measures  are  the  destruction 
of  mosquitos  by  drainage  and  other  methods.  The  largest 
number  of  cases  in  the  navy  occurred  among  the  Royal 
Naval  Air  Service  who  live  on  shore.  In  the  Gallipoli 
area  malaria  was  not  common,  but  short  fevers  of  the 
dengue  or  sand-fly  type,  often  described  as  “ Mediter- 
ranean dengue,”  were  very  frequent.  The  knowledge  that 
sand-flies  are  so  often  the  infective  agent  has  enlarged  the 
scope  of  preventive  measures,  and  a great  reduction  of 
these  fevers  may  be  expected  in  the  future.  Incidentally 
it  is  noteworthy  that  the  prophylactic  measures  strictly 
enforced  against  undulant  fever  have  practically  eliminated 
this  disease,  which  ten  years  ago  would  have  filled  the 
Mediterranean  hospitals.  This  result  emphasizes  the 
value  of  the  work  done  by  a well-organized  scientific 
Commission  and  of  the  practical  application  of  its  recom- 
mendations. The  occurrence  of  many  cases  of  beri  beri 
in  the  forces  in  this  area  proves  the  importance  of  an 
extended  study  of  the  food  question  and  other  factors 
concerned  in  such  deficiency  diseases. 

2.  In  East  Africa  the  necessity  of  thorough  measures  in 
he  prophylactic  issue  of  quinine  is  most  important,  as  the 

prevailing  type  of  fever  is  best  controlled  by  this  drug, 
which  should  be  given  both  before  and  during  the  whole 
period  that  men  are  employed  in  the  endemic  area. 

3.  In  West  Africa,  particularly  in  the  Cameroon  area, 
the  varieties  and  frequency  of  protozoal  and  filarial 
diseases  have  been  very  noticeable,  and  prophylactic 
measures  against  them  are  therefore  essential.  Of  malaria, 
which  is  very  common,  two  types  are  constantly  present, 
quartan  and  subtertian,  the  double  infection  being  almost 
always  found  in  the  same  case,  frequently  associated  with 
Calabar  swellings  and  filariae  in  the  blood.  In  this  region 
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tsetse  flies  are  abundant  and  trypanosome  infections  have 
occurred  in  Europeans.  Early  search  for  these  parasites 
is,  therefore,  most  necessary,  and  appropriate  treatment 
should  be  given  as  soon  as  possible.  A case  now  at  Green- 
wich of  over  eighteen  months’  duration  shows  how  per- 
sistent treatment  can  control  the  disease,  for  there  are 
practically  no  symptoms,  although  tbe  parasite  is  patho- 
genic to  white  rats  in  eighteen  days.  The  occurrence 
of  mixed  blood  infections  should  therefore  be  suspected  ; 
benign  and  malignant  malaria  with  trypanosomes  or  filariae 
have  been  found  together,  always  associated  with  a high 
eosinophilia  (up  to  50  per  cent.).  The  quartan  malarial 
parasite  is  most  difficult  to  eradicate  and  is  very  resistant 
to  arsenic,  recurring  in  the  blood  of  those  with  trypano- 
some infections  after  a year’s  treatment  with  intravenous 
and  intramuscular  injections  of  antimony  and  arsenic. 

No  case  of  small-pox  has  been  recorded  in  the  navy 
during  the  period  of  the  war,  thus  proving  the  value  of 
vaccination,  which  has  been  compulsory  since  about  1858. 

SURGERY. 

BY 

Deputy  Surgeon- General  W.  G.  Axford,  R.N., 

AND 

Temporary  Surgeon- General  G.  Lenthal  Cheatle,  C.V.O., 
C.B.j  F.E.C.S.,  E.N. 

Surgeon,  King’s  College  Hospital. 

The  equipment  of  naval  hospitals  and  their  treatment  of 
the  wounded  are  on  the  same  lines  as  in  the  best  British 
and  Continental  institutions.  If  Haslar  be  taken  as  an 
example,  the  critical  visitor  would  see  that  all  cases  of 
bacteriological  importance  are  diagnosed  and  treated  in 
association  with  a perfectly  equipped  laboratory,  in  which 
discharges  are  stained,  cultures  are  made  from  blood  and 
wound  discharges,  vaccines  are  prepared,  and  sections  are 
cut  of  tissues  removed  from  the  body  for  the  purpose  of 
microscopical  examination.  Hence  it  is  needless  to  point 
out  further  how  great  is  the  importance  attached  to  the 
relation  between  the  laboratory  and  the  treatment  of 
surgical  disease  in  this  hospital. 

Treatment  of  Wounds  Received  in  War. 

The  whole  question  of  aseptic  and  antiseptic  treatment 
has  been  revised  and  judgements  passed  upon  the  different 
methods  of  accomplishing  each  branch.  On  the  whole, 
authorities  are  not  satisfied  with  the  aseptic  treatment 
of  these  wounds.  Although  it  appears  successful  in  some 
cases,  it  fails  too  often  in  others  to  encourage  its  general 
use.  The  hypertonic  salt  solution  has  been  given  complete 
trial,  with  the  result  just  stated.  Wounds  undergoing  this 
treatment  are  liable  to  secondary  or  mixed  infections.  At 
one  time  the  wounds  in  one  of  the  wards  at  Haslar  became 
secondarily  infected  with  B.  pyocyaneus  ; the  appearance 
of  this  micro-organism  was  at  once  detected,  and  it  soon 
disappeared  by  substituting  the  antiseptic  for  the  aseptic- 
method.  Secondary  infections  very  rarely  occur  in  efficient 
antiseptic  treatment. 

In  the  early  part  of  the  war  an  investigation  was  carried 
out  in  the  laboratories  of  Greenwich  and  Chatham  Hos- 
pitals as  to  the  best  methods  of  treating  war  wounds  with 
various  antiseptics.1  The  real  problem  was  to  find  a 
diffusible  substance  which  could  be  applied  at,  or  as 
shortly  as  possible  after,  the  time  of  infliction,  and  which 
would  inhibit  bacterial  growth  until  thorough  disinfection 
and  cleansing  could  be  effected  at  a field  hospital.  Of  the 
various  substances  tested,  cresol  and  salicylic  acid  pro- 
duced the  best  results,  and  appeared  to  be  the  most  useful 
for  the  purpose  required.  A cresol  paste  (20  per  cent,  in 
lanolin  and  wax  base)  and  a powder  containing  equal  parts 
of  boric  and  salicylic  acids  (“  borsal  ”)  were  introduced. 
These  had  given  excellent  results  in  laboratory  infections, 
but  met  with  less  success  in  cases  from  the  front,  on 
account  of  the  difficulties  of  time  and  places  incident  to 
war  conditions.  Successful  cases  have  been  reported  from 
the  Gallipoli  campaign  in  which  the  treatment  was 
adopted,  severe  gunshot  and  shell  wounds  remaining  free 
from  suppuration  and  healing  readily.-  That  a cresol  or 
carbolic  acid  paste  is  a valuable  treatment  for  wounds  on 
board  ship  is  shown  in  a report  on  various  cases  so  treated 
in  a battleship,3  and  wounds,  including  compound  frac- 
tures, treated  in  Chatham  Hospital  by  carbolic  acid 
cleansing  and  liberal  introduction  of  cresol  paste  healed 
well  without  suppuration. 
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At  Haslar  a “green  spray”  composed  of  equal  parts  of 
2 per  cent,  malachite  green  dissolved  in  80  per  cent, 
rectified  spirit  and  water,  and  2 per  cent,  percliloride  of 
mercury  dissolved  in  80  per  cent,  rectified  spirit  and 
water,  has  proved  satisfactory.  It  is  advisable  to  keep  the 
two  solutions  separate,  unless  the  antiseptic  mixture  is  in 
constant  use.  The  mixture  contains  1 per  cent,  each  of 
malachite  green  and  mercuric  chloride  in  the  form  of  a 
compound — C.i)H.i-,X.,Cl,  (Micklethwait) — each  molecule  of 
malachite  green  combining  with  two  of  mercury.  The 
compound  is  easily  dissociated,  and  when  it  comes  in  con- 
tact with  the  tissues  probably  forms  an  albuminate  of 
mercury  and  an  albuminate  of  malachite  green.  The 
malachite  green  is  reduced  by  living  tissues  to  the  leuco- 
compound,  and  therefore  becomes  invisible  in  a wound 
but  still  maintains  its  activity.  Sloughs  and  necrosed 
tissues  do  not  reduce  the  stain.  The  albuminate  of 
mercury  remains  in  the  wounds  as  a depot,  and  is  slowly 
dissolved  by  the  exudates,  and  then  exerts  its  antiseptic 
action.  The  bacteriological  work  on  which  the  use  of  this 
compound  is  based  and  satisfactory  clinical  results  were 
published  in  1915. J The  mixture  is  non-toxic  and  can 
he  applied  to  mucous  membrane.  It  is  a trustworthy 
germicide  for  sterilizing  the  skin  before,  operations,  and  is 
applied  by  means  of  a spray.  As  it  stains  the  skin  green 
the  area  so  treated  is  clearly  marked  out.  When  applied 
to  septic  wounds  it  practically  stops  secondary  infection 
and  steadily  diminishes  the  number  of  pre-existing  micro- 
organisms. Its  value  has  also  been  proved  in  osteo- 
myelitis, septic  compound  fractures,  burns,  ulcers,  boils, 
and  carbuncles. 

The  treatment  of  infected  war  wounds  by  physiological 
methods  was  inaugurated  by  Colonel  Sir  Almroth  Wright, 
who  introduced  the  physiological  saline  solution  (0.85  per 
cent,  sodium  chloride)  and  the  hypertonic  solution  con- 
taining 5 per  cent,  of  the  salt.  He  argues  that  the  hyper- 
tonic solution  inhibits  and  arrests  bacterial  growth,  pro- 
duces a lymphagogic  action,  and  sets  free  a tryptic  ferment 
for  the  digestive  cleansing  of  the  wound.  Dressings 
should  be  applied  warm,  very  wet,  and  covered  with  an 
impermeable  tissue.  If  the  position  of  the  wound  render 
it  practicable,  immersion  in  a 5 per  cent,  saline  bath  is  the 
best  procedure.  The  bath  should  be  intermittent  to  allow 
of  the  alternating  lymphagogic  and  digestive  cleansing 
action.  Normal  saline  dressing  is  used  in  the  intervals. 
Extensive  lacerated  wounds  with  fracture  caused  by  shell 
or  bomb  have  more  recently  been  packed  with  salt  tablets 
wrapped  in  gauze  folds,  the  whole  being  covered  with 
jaconet.  This  dressing,  which  usually  causes  pain  for 
some  hours,  can  be  left  for  two  or  three  days  provided  the 
outer  covering  is  moist  with  discharge,  showing  that  lymph 
flow  is  active. 

The  use  of  liypochlorous  acid  as  an  antiseptic  has  come 
into  prominence  during  the  war,  and  chiefly  in  the  form  of 
eusol — a solution  containing  approximately  0.5  per  cent,  of 
the  acid — has  been  extensively  employed  in  naval  hospitals. 
It  is  a powerful  germicidal  agent  as  proved  by  laboratory 
experiments,  is  non-toxic  to  the  tissues,  and  being  gaseous 
penetrates  deeply  to  all  parts  of  the  wound.  The  solution 
of  hypochlorite  of  sodium,  0.5  to  0.6  per  cent.,  introduced 
by  Dakin  and  Carrel  is  also  in  use  together  with  the 
special  method  of  injection  tubes  and  light  gauze  packing 
to  ensure  contact  of  the  fluid  with  the  whole  surface  of 
the  wound.  Good  results  have  been  obtained  from  this 
treatment,  the  wounds  cleaning  quickly  and  a healthy 
granulating  action  appears.  If  employed  for  a long 
period  both  solutions  have  in  a few  cases  produced 
oedema  and  irritation  of  skin.  This  can  be  prevented 
by  vaseline  smears. 

The  clinical  results  obtained  by  the  use  of  a bismuth, 
iodoform,  and  paraffin  paste  5 in  septic  wounds,  including 
compound  fractures,  has  led  to  its  employment  in  the  naval 
hospitals  with  encouraging  results.  Though  a less  powerful 
and  less  soluble  antiseptic  agent  than  the  hypochlorites, 
.observation  has  shown  that  it  maintains  a continuous 
antiseptic  action  in  the  wound.  It  excites  a free  exuda- 
tion of  serum,  and  granulation  tissue  grows  freely  in 
coutact  with  it.  The  wound  after  thorough  cleansing  is 
swabbed  with  ether  or  rectified  spirit,  a little  of  the  paste 
is  rubbed  into  the  tissues,  a thin  layer  being  left  in  the 
deeper  parts,  and  a gauze  dressing  applied.  The  dressing 
can  be  left  on  and  the  wound  undisturbed  for  seven  days 
or  longer.  This  is  an  advantage,  especially  in  compound 
fractures ; it  saves  labour,  dressings,  and  much  distress 


to  patients.  Drainage  tubes  are  not  required,  as  the  pasts 
does  not  prevent  the  escape  of  discharge.  The  con- 
stituents are  toxic  if  freely  absorbed ; the  quantity  used, 
therefore,  should  not  exceed  two  drachms. 

At  Haslar  successful  drainage  of  wounds  has  been 
obtained  with  a four- way  drainage  rubber  staff,  which  in 
transverse  section  is  a cross.6  It  overcomes  the  accumula- 
tion of  discharge  which  occurs  in  a tube  if  the  opening 
be  not  dependent.  When  using  the  four- way  staff  the 
pressure  exerted  by  the  contraction  of  surrounding  tissues 
is  directed  upon  the  discharges,  which  are  forced  out. 
With  regard  to  the  dressing  applied  to  septic  wounds 
generally,  constant  and  repeated  change  is  always  the 
practice. 

Burns. 

Hitherto  picric  acid  as  a first  dressing  has  been  un-  )! 
rivalled,  and  septic  burns  treated  by  hot  saline  baths  and  : 
boric  fomentations,  followed  by  a mildly  antiseptic  oint  | 
ment  of  soft  consistence,  have  healed  readily  and  well,  ji 
Medecin-major  Barthe  de  Sandfort’s  “ambrine”  treatment 
(vide  p.  540)  is  now  under  trial. 

Equipment. 

For  the  treatment  of  the  after  effects  of  severe  injuries  t 
such  as  stiff  joints,  atrophied  musculature,  and  nerve  j 
lesions,  the  naval  hospitals  are  fully  equipped.  Surgical  I 
gymnasiums  have  been  established  and  fitted  with  medico- 
mechanical  apparatus  to  aid  in  the  restoration  of  articular 
and  muscular  function.  The  forms  of  apparatus  were 
designed  to  carry  out  by  mechanical  means  the  various 
movements  and  manipulations  of  the  Swedish  system  of 
physical  exercises,  and  include  a combination  weight  and 
pulley  apparatus— stationary  bicycle— apparatus  for  foot 
circumduction,  knee  and  foot  flexion  and  extension,  elbow 
pendulum  with  shoulder  extension,  frictional  wrist 
machine,  finger  machine,  shoulder  circling  movements, 
etc.  The  machinery  can  be  set  at  any  desired  resistance 
by  the  aid  of  graduated  levers  and  adjustable  weights. 
For  impaired  articular  movement  radiant  heat  treatment 
(solarium  bath)  is  also  employed.  Electrically  the  inter- 
rupted and  continuous  current  in  its  various  forms  is  in 
use,  as  well  as  the  high  frequency  current,  including  dia- 
thermy. The  system  of  testing  muscle  reaction  by  con 
denser  discharges  has  been  adopted.  Ionization  is  prac- 
tised extensively  in  a great  number  of  injuries,  and  has 
been  found  particularly  useful  in  obstinate  healing  wounds 
and  in  relaxing  scar  tissue.  An  excellent  and  complete 
as-ray  apparatus  is  in  use,  with  improved  means  for  the 
localization  of  foreign  bodies.  All  of  the  most  recently 
invented  splints  are  also  available.  Hey  Groves’s  instru- 
ments for  inducing  and  maintaining  correct  adjustments 
in  fractured  bones  are  in  use. 

The  Wildey  hypodermic  syringe,  designed  by  Deputy 
Surgeon- General  A.  G.  Wildey,  R.N.,  has  been  used  with 
great  satisfaction  both  in  naval  actions  and  in  the  field.  The 
syringe  with  needle  fixed  is  fitted  into  a metal  sheath  with 
safety-pin  attachment  by  which  it  can  be  fastened  to  the 
coat  and  thus  be  readily  available  at  any  moment.  The 
sheath,  which  can  be  quickly  removed  and  replaced, 
protects  it  from  dust  and  dirt.  A spare  needle  fits  neatly 
into  the  hollow  piston.  The  syringe  is  used  in  conjunction 
with  a solution  bottle  fitted  with  rubber  cap,  through 
which  the  needle  is  passed  and  the  syringe  rapidly 
charged. 

The  assistance  afforded  by  accurately  applied  pressure 
in  tourniquet  work  is  shown  by  a metal  tourniquet  designed 
in  Haslar.7  The  freedom  and  simplicity  with  which  its 
pressure  can  be  increased  or  diminished  with  delicacy 
should  encourage  a more  constant  use  of  the  tourniquet 
without  fear  of  damage  to  tissues  or  of  oozing  of  blood 
after  the  operations.  Its  advantages  are  best  displayed 
during  operations  upon  cases  of  traumatic  aneurysm, 
aneurysmal  varix,  and  varicose  aneurysms.  A rubber 
tourniquet  is  difficult  to  apply  and  remove,  and  when 
applied  its  pressure  is  greater  than  required  and  main- 
tained longer  than  necessary.  These  drawbacks  are 
abolished  by  the  use  of  this  new  metal  tourniquet. 
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HYGIENE. 

By  Fleet  Surgeon  E.  C.  Munday,  R.N. 

Just  as  the  fighting  service  of  the  navy  was  found,  at 
the  outbreak  of  war,  prepared  at  all  points  for  any 
emergency,  so  also  the  medical  service  of  the  navy  stood 
equipped  with  every  weapon  that  modern  sanitary  science 
could  suggest.  In  August,  1914,  many  eminent  combatant 
naval  officers  were  of  opinion  that  the  numerous  and  far- 
reaching  precautions  for  safeguarding  and  fostering  the 
health  of  the  personnel  would  to  a great  extent  have  to  be 
abandoned  in  the  face  of  the  pressing  exigencies  of  modern 
warfare.  It  was  also  generally  thought  that  the  war 
would  probably  be  of  short  duration,  and  that  many  con- 
ditions of  life  which,  if  long  continued,  would  be  detri- 
mental to  health,  could  and  indeed  must  be  endured  for 
a few  months.  The  Director-General  of  the  Naval  Medical 
Department,  however,  has  from  the  outset  always  main- 
tained that  the  objects  to  be  kept  constantly  in  view  are  to 
keep  as  many  officers  and  men  as  possible  in  the  highest 
state  of  fighting  efficiency,  and  to  reduce  the  loss  of  service 
from  sickness  to  a minimum.  It  was  evident  also  that 
the  means  to  this  end  were  constant  supervision  of  the 
daily  life  of  the  personnel  and  the  continuous  adoption 
in  practice  of  measures  born  of  modern  research.  As  a 
result  of  this  doctrine,  the  war,  instead  of  producing  a 
reduction  or  relaxation  of  the  requirements  of  modern 
sanitation,  brought  with  it  a great  speeding  up  of  hygienic 
vigilance,  together  with  progressive  improvement  in  the 
appliances  and  apparatus  employed  in  preventive  medicine 
throughout  the  naval  service,  not  only  afloat  but  also  in 
our  many  shore  establishments.  Combatant  officers  and 
local  administrators  who  were  at  first  sceptical  of  or  even 
strongly  opposed  to  activity  in  such  directions  have  come 
to  see  the  military  advantages  accruing  therefrom,  and 
now  demand  the  maintenance  of  a high  standard  of 
hygiene.  That  success,  beyond  anything  the  most 
optimistic  prophet  could  have  foretold,  has  attended  the 
efforts  made  by  the  Naval  Medical  Service  is  evident  from 
the  extraordinarily  small  loss  of  service  from  sickness  in 
the  navy,  in  the  dockyards,  and  in  the  Admiralty  munition 
factories ; moreover,  the  well  established  fighting  efficiency 
of  our  sailors  and  aviators  points  in  the  same  direction. 
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Ventilation. 

The  improvements  in  our  warships  since  hostilities 
commenced  are  perhaps  more  pronounced  in  the  matter 
of  ventilation  than  in  any  other  branch  of  hygiene.  These 
improvements  are  the  outcome  of  recommendations  made 
by  a committee  appointed  by  the  Admiralty  at  the  end  of 
1912  to  investigate  and  report  on  the  best  methods  of 
ventilating  modern  warships.  The  Admiralty  were  moved 
to  this  step  by  certain  observations  recorded  at  a series  of 
conferences  of  naval  and  civilian  medical  men  summoned 
in  1910  to  consider  and  report  on  the  causes  and  effects  of 
tuberculosis  in  the  navy. 

In  March,  1913,  a First  Interim  Report  was  submitted 
by  the  Committee  to  the  Admiralty,  making  certain 
urgent  recommendations  of  a constructional  nature  ; and 
as  a result  of  these  representations  a definite  minimum 
standard — 200  cub.  ft. — of  individual  cubic  space  for 
sleeping  places  was  laid  down,  and  a uniform  minimum 
fan  supply  of  3,000  cub.  ft.  of  air  per  hour  per  man 
was  arranged  for  all  sleeping  and  all  ordinary  working 
and  living  spaces.  The  position  of  various  ventilators 
on  the  weather  deck  was  so  arranged  as  to  ensure  a 
continuous  supply  of  pure  air  under  all  conditions  of 
weather  and  sea.  The  undesirable  position  also  of  cer- 
tain alternative  intakes  between  decks  was  abolished  and 
methods  of  improvement  in  this  respect  were  inaugurated. 
The  Committee  considered  that  a powerful  exhaust  effect 
from  the  engine  room  and  stokehold  ventilation  was 
available  for  use  on  the  mess  decks  when  required ; but 
as  a general  rule  they  strongly  recommended,  and  the 
Admiralty  adopted,  the  plenum  system  combined  with 
natural  exhaust  for  living  spaces,  and  the  fan  exhaust 
system  with  natural  supply  for  spaces  in  which  are 
generated  disagreeable  odours,  great  heat,  water  vapour, 
or  deleterious  gases  ; but  it  was  specifically  stated  that  no 
fan  supply  should  be  fitted  for  the  ventilation  of  such 
places.  Silent-running  fans,  means  for  avoidance  of 
draughts,  arrangements  for  accessibility  of  the  interior  of 
air  trunks  for  cleaning  purposes,  and  the  fine  adjustment 


of,  and  protection  from  unauthorized  tampering  with,  air- 
warming appliances  are  now  fitted  in  all  new  ships. 
Formerly  improvement  in  the  ventilation  and  drainage  of 
bathrooms  was  urgently  needed,  and  at  the  suggestion  of 
the  Committee  special  innovations  were  introduced  by 
which  the  atmosphere  in  these  places  was  rendered  purer 
and  at  the  same  time  prevented  from  pervading  the  living 
spaces.  Lastly,  the  inadequate  electric  lighting  of  mid- 
shipmen’s studies  and  of  departmental  offices  was  cor- 
rected, a 3 ft.  candle  illumination  on  the  desks  being  so 
arranged  that  the  light  passes  over  the  left  shoulder  of 
the  person  reading  or  writing;  now  also  offices  in  which 
persons  are  working  most  of  the  day  are  placed  where 
natural  light  and  ventilation  are  available.  Not  only  did 
the  Admiralty  order  the  recommendations  to  be  embodied 
in  the  designs  of  all  new  ships,  but  they  also  gave  instruc- 
tions that  so  far  as  was  feasible  completed  ships  should  be 
brought  into  line  with  the  Committee’s  pronouncements, 
and  during  the  war,  as  the  older  ships  have  come  into 
dockyard  hands  for  a refit,  their  ventilation  and  sanitation 
has  been  brought  up  to  date. 

In  April,  1913,  a Second  Interim  Report  was  published, 
dealing  chiefly  with  administrative  matters,  and  in  accord- 
ance with  the  Committee’s  suggestions  a senior  medical 
officer  was  appointed  as  an  additional  member  of  the  staff 
of  the  Medical  Director-General  to  assist  the  Director  of 
Naval  Construction  in  the  consideration  of  all  plans  and 
details  of  fittings  in  connexion  with  ventilation  and  hygiene 
of  ships  building,  all  such  plans  being  referred  to  the 
Medical  Director-General’s  department  for  that  purpose 
before  final  approval  was  given.  This  medical  officer  was 
also  placed  at  the  disposal  of  the  Director  of  Naval  Equip- 
ment in  the  event  of  his  requiring  expert  advice  on  any 
point  of  naval  hygiene,  and  the  former  now  inspects  the 
hygienic  arrangements,  including  ventilation,  in  ships 
building  as  they  approach  completion,  so  as  to  avoid  as 
far  as  possible  any  necessary  alterations  when  the  ships 
are  completed  ; he  also  co-operates  with  the  above  depart- 
ments in  dealing  with  proposed  alterations  and  improve- 
ments in  the  ventilation  and  sanitation  of  ships  already 
built. 

Further,  there  is  on  board  every  ship  one  commissioned 
officer  responsible  to  the  captain  for  the  general  supervision 
and  the  best  use  of  the  means  available  for  the  ventilation 
of  the  ship  ; and  whether,  in  every  case,  the  senior  medical 
officer  be  actually  employed  on  this  duty  or  not  he  is  at 
least  always  in  close  touch  with  the  officer  detailed  for  it, 
and  is  now  recognized  as  the  official  expert  on  matters  of 
ventilation  and  hygiene  generally.  Moreover,  every  ship 
now  has  a well- organized  ventilation  party  for  the  manage- 
ment of  the  ventilation  appliances  under  the  orders  of  the 
ventilation  officer.  The  medical  officers  also  give  lectures 
on  board  ship  to  officers  and  men  on  elementary  hygiene, 
with  especial  reference  to  ventilation  ; assistant  construc- 
tors going  through  a course  at  Greenwich  College  attend 
the  lectures  on  naval  hygiene  given  at  the  medical  school 
there,  and  medical  officers  under  instruction  at  Greenwich 
are  taught  the  construction  of  fans,  how  to  read  plans  of 
ventilation,  and  the  considerations  governing  the  volume 
and  velocity  of  air  passing  through  trunks,  ducts,  etc. 

As  affording  a good  index  of  the  efficiency  of  the  means 
of  ventilation,  regular  observations  of  wet  and  dry  bulb 
temperatures  in  living  and  working  spaces  are  made  by 
medical  officers  afloat,  and  samples  of  air  are  taken  in 
compartments  where  the  ventilation  seems  unsatisfactory. 
These  samples  are  sent  to  Greenwich  College  for  analysis 
and  report  in  duplicate,  one  copy  being  forwarded  to  the 
ship  and  the  other  to  the  Medical  Department  for  the  in- 
formation of  the  Director-General,  and  to  enable  him  to 
keep  in  touch  with  the  requirements  of  ship  ventilation. 
Every  ship  also  now  submits  a quarterly  report,  signed  by 
the  captain,  showing  what  means  of  ventilation  and 
warming  have  been  in  use,  the  extent  of  the  supervision 
exercised,  records  of  wet  and  dry  bulb  temperatures  taken 
in  living  spaces,  and  results  of  analyses  of  air,  together 
with  any  recommendations  for  improvement. 

The  Final  Report  of  the  Ventilation  Committee  was 
issued  in  March,  1914,  and  contained  inter  alia  a proposal 
for  a new  system  of  trunking,  devised,  after  a long  series 
of  experiments  at  Portsmouth  Dockyard,  to  overcome  the 
disadvantages  of  previous  systems  by  which  intolerable 
draughts  were  produced  and  air  and  warmth  were  dis- 
tributed in  a most  uneven  manner  throughout  the  living 

paces. 
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The  principle  of  the  new  system  which  has  now  been 
adopted  in  our  most  recent  battleships  and  cruisers  is  that 
by  means  of  an  adjusted  deflector  projecting  into  the  air 
duct  a limited  How  of  air  is  directed  into  a large  number 
of  outlet  gratings. 

It  was  found  that  with  a suitable  but  very  simple  and  inex- 
pensive form  of  grating  the  air  passes  out  through  it  with  a 
fairly  uniform  velocity  at  all  parts.  As,  however,  the  area  of 
the  grating  is  considerable  in  proportion  to  the  air  allowed  to 
issue  through  it,  the  velocity  of  the  issuing  air  is  low,  and  no 
unpleasant  draught  is  perceptible  at  more  than  a foot  away 
even  when  100  cubic  feet  of  air  a minute  are  issuing  from 
a grating  of  18  bv  6 inches.  The  grating  is  made  of  expanded 
steel,  and  it  was  found  that  a three-eighths  of  an  inch  mesh 
placed  so  that  its  direction  tended  to  deflect  the  air  at  right 
angles  to  the  trunk  thus  : 
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produced  the  best  effect  at  a minimum  of  cost  and  weight.  An 
endeavour  was  then  made  by  varying  the  curvature  of  the 
deflector  to  obviate  the  inequality  of  distribution  over  the  face 
of  the  grating,  and  experiments  were  made  with  deflectors  : 


a)  Concave,  thus : 


The  distribution  of  the  air  was  found  to  be  a function  of 
(1)  the  velocity  of  the  air  in  the  trunk  flowing  past  the 
deflector;  (2)  the  amount  of  opening  of  the  deflector;  (3)  the 
shape  of  the  deflector. 

On  the  whole,  the  straight  deflector  proved  to  be  the  most 
satisfactory  and  was  adopted  in  all  subsequent  experiments  ; 
and  for  gratings  in  the  proximal  end  of  the  trunk  nearest  to  the 
fan,  where  the  velocities  are  high  and  the  angle  of  opening  of 
the  deflector  small,  the  straightness  and  truth  of  the  deflector 
is  of  great  importance. 

As  each  deflector  takes  off  a portion  of  the  air  flowing  along 
a uniform  trunk  the  velocity  of  air  flow  in  the  trunk  beyond 
is  correspondingly  diminished  ; and  since  frictional  resistance 
varies  as  the  square  of  the  velocity,  there  is  a very  marked 
reduction  in  frictional  resistance.  Ho  important  is  this  effect, 
that  it  was  found  that  with  a sufficient  number  of  deflectors 
and  gratings  distributed  along  the  sides  of  a uniform  trunk  of 
sufficient  length  the  volume  of  air  delivered  was  93  per  cent, 
of  the  delivery  when  no  trunk  at  all  was  connected  with  the 
delivery  side  of  the  fan,  there  being,  however,  a trunk  of  about 
the  ordinary  length  and  size  on  the  intake  side,  as  would 
always  be  the  case  in  a ship. 

The  deflectors  themselves  cause  no  material  resistance. 
There  is  no  difficulty  in  fixing  them  so  that  each  gives 
practically  the  same  delivery  of  air,  a simple  formula  having 
been  found  by  means  of  which  this  can  be  done  without  actual 
trial.  The  deflectors  remote  from  the  fan,  where  the  velocity 
and  pressure  of  the  air  in  the  trunk  are  small,  require,  of 
course,  to  be  much  more  widely  open  than  those  close  to  the 
fan.  Suppose  the  number  of  deflectors  in  a trunk  is  N,  then 
the  amount  of  opening  of  the  Rth  deflector  will  be 

— — s -multiplied  by  the  width  of  the  trunk;  thus,  for 

example,  the  last  must  be  full  open,  the  last  but  one  half  open, 
and  so  on. 


In  a new  ship  the  deflectors  are  first  adjusted  in 
accordance  with  the  above  formula,  and  then  with  the  fan 
running  under  ordinary  conditions  each  delivery  opening 
is  examined  to  see  whether  the  velocity  of  air  current  is 
approximately  the  same  at  any  portion  of  the  trunk 
proximal  or  distal,  and  the  deflectors  are  adjusted  until 
this  has  been  attained  ; but  once  equality  of  velocity  has 
been  secured  the  deflectors  should  be  permanently  fixed  so 
that  unauthorized  persons  shall  not  tamper  with  them  and 
cause  too  great  a draught  in  one  place  and  a lack  of  air  in 
another. 

In  the  case  of  branch  pipes  it  was  found  best  to  place  a 
deflector  at  the  junction  and  so  control  the  delivery 
through  the  whole  of  the  gratings  on  the  branch.  Each 
grating  on  the  branch  should  also  have  its  deflector.  It 
was  also  found  that  it  made  no  measurable  difference  to 
the  amount  of  air  distributed  whether  the  branches  came 
off  at  right  angles  or  at  the  usual  angle  of  30  degrees. 

If  each  grating  measures  18  by  6 inches,  which  appears 
to  be  a convenient  size,  one  is  required  for  every  two  men 


when  50  cubic  feet  of  air  per  man  per  minute  is  supplied. 
This,  of  course,  means  a considerable  number  of  gratings. 

On  the  other  hand,  the  arrangement  is  simple,  inex- 
pensive, and  efficient  in  preventing  draughts  and  dis-  > 
tributing  air  and  warmth  evenly  throughout  a compart-  ; f 
ment.  Very  favourable  reports  have  been  received  from 
all  ships  so  fitted. 

Another  great  improvement  effected  during  the  war  as  a 
result  of  the  Committee’s  recommendation  is  the  intro-  { 
duction  of  a water-excluding  ventilator,  which  is  a modifi-  i 
cation  of  a fitting  observed  by  the  Committee  in  the  French 
battleship  Courbet. 

Important  compartments  in  the  forward  end  of  the  ship, 
such  as  the  seamen’s  latrines  and  the  sick  bay,  both  of 
which  require  specially  good  ventilation,  were  formerly 
entirely  without  it  at  sea,  except  in  the  calmest  weather,  I 
simply  because  both  the  natural  and  artificial  ventilation 
had. to  be  closed  to  keep  the  water  out.  Now,  however, 
the  new  fitting,  by  a combination  of  centrifugal  action  and 
drainage,  guides  any  water  which  enters  the  ventilator 
back  to  the  deck  without  permitting  any  of  it  to  enter  the 
fan  or  trunks.  Consequently  every  compartment  in  the 
latest  ships  is  just  as  well  ventilated  in  the  roughest 
weather  at  sea  as  it  is  in  smooth  weather. 

Much,  too,  has  been  done  to  reduce  the  heat  and  stag- 
nation of  air  in  certain  important  compartments  near  the 
boiler  rooms  by  the  introduction  of  the  traversing  type  of 
open  propeller  fan  with  the  object  of  stirring  up  the  air  in 
accordance  with  Leonard  Hill’s  results. 

In  1915  the  condition  of  living  spaces  during  the  long 
hours  in  which  the  ports  and  all  means  of  natural  venti- 
lation have  to  be  closed  to  exclude  light  came  under 
consideration,  and  a number  of  light-excluding  scuttle 
ventilators  was  supplied  to  every  ship. 

Special  attention  has  been  paid  in  the  ships  built  during 
the  war  to  the  positions  and  ventilation  of  wireless  offices, 
transmitting  stations  (which  are  the  chief  nerve  ganglia 
in  a ship),  and  to  the  space  appropriated  for  treatment  of 
the  wounded  during  action,  so  that  the  atmosphere  in  each 
of  them  may  be  cool  and  fresh.  Gunhouses  and  the  silent 
cabinets  in  gunhouses  have  within  the  past  twelve  months 
been  fitted  with  artificial  ventilation  which  has  been  very 
favourably  reported  on  by  the  Gunnery  School  at  Whale 
Island.  Destroyers  are  now  fitted  with  pressure  venti- 
lating fans  and  the  indirect  system  of  heating  the  mess 
decks. 

The  ventilation  of,  and  the  method  of  purification  of, 
the  air  in  submarines  have  been  greatly  improved  since 
the  outbreak  of  war,  and  this  is  very  clearly  shown  by  the 
enormous  reduction  in  the  C02  content  after  long  hours  of 
diving.  Traversing  fans  have  been  introduced  into  these 
vessels  also. 

Water  Supply. 

Before  the  war  practically  all  drinking  water  consumed 
in  ships  in  commission  was  distilled  by  their  own  con-  J 
densers,  but,  for  military  reasons,  a very  large  number  of 
the  smaller  vessels  and  a few  of  the  larger  have,  during 
the  present  hostilities,  derived  their  water  supply  from  the 
shore  through  the  medium  of  water-carrying  vessels, 
varying  in  size  from  small  water  boats  of  about  100  tons 
to  large  colliers.  It  was  obvious  from  the  commencement 
of  this  system  that  the  transit  from  the  standpipe  on  shore 
to  the  drinking  tank  in  H.M.  ships  by  way  of  hoses  and 
tanks  in  water  carrying  vessels  would  be  attended  by  a 
good  deal  of  pollution,  unless  special  precautions  were 
taken,  and  even  then  some  risk  would  be  unavoidable ; ■ 
accordingly,  the  Admiralty  issued  orders  that  the  work  of 
cleaning  tanks  was  in  all  ships  to  be  carried  out  under 
medical  supervision  ; that  the  clothing,  including  footwear, 
of  the  men  who  actually  enter  the  tank  was  always  to  be 
previously  disinfected ; and  that  the  work  must  be  done 
by  the  ship,  not  by  contractors,  so  that  the  men  who 
carried  it  out  could  be  under  immediate  control  and  super- 
vision. Moreover,  the  process  of  supplying  drinking  water 
from  standpipes  on  shore  to  tank  vessels  has  for  the  past 
twelve  months  been  under  the  supervision  of  naval  medical 
officers,  who  draw  up  a few  simple  rules  for  the  guidance 
of  the  men  in  charge  of  standpipes  and  for  the  masters  of 
tank  vessels.  These  rules  are  posted  near  the  standpipes 
and  in  prominent  positions  in  the  tank  vessels.  Similarly 
the  process  of  receiving  water  from  a tank  vessel  into  one 
of  H.M.  ships  is  always  under  the  supervision  of  the 
medical  officer  of  that  ship  or  her  parent  ship,  who 
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jsterilizes  the  water  with  chloride  of  lime,  however  pure 
the  source  of  the  supply  may  be. 

Further,  a special  naval  medical  officer  is  employed  in 
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In  our  munition  factories  5,000  men  and  women  handle 
tri-nitro-toluene  (T.N.T.),  but  no  dust  is  allowed  to  collect, 
and  the  regulations  for  the  protection  of  workers  have  been 
so  strictly  carried  out  that  not  only  have  there  been  no 
fatal  cases,  but  there  is  no  record  of  a single  case  of  toxic 
jaundice.  Although  many  authorities  believe  that  the 
poisonous  agent  in  T.N.T.  is  introduced  through  the  skin, 
it  is  considered  unjustifiable  to  allow  the  fumes  of  melting 
T.N.T.  to  escape  into  the  general  atmosphere  of  the  room, 
and  in  all  our  factories  artificial  exhaust  arrangements 
have  been  fitted  to  remove  the  fumes  from  their  point  of 
origin. 


THE  SERVICE  AFLOAT. 

BY 

Deputy  Surgeon- General  Robert  Hill,  C.Y.O., 
Principal  Medical  Officer,  Grand  Fleet, 

AND 

Fleet  Surgeon  E.  A.  Penfold,  D.S.O.,  M.B.,  R.N. 

All  senior  medical  officers  afloat  of  the  Royal  Navy 
appreciate  the  work  of  preparation  which  has  been  steadily 
going  on  for  many  years,  most  markedly  in  the  last 
decade,  in  the  Service.  The  plans  laid  down  in  peace 
time  for  the  rapid  expansion,  when  war  should  be  declared, 
in  personnel  and  stores,  all  bore  fruit  when  put  to  the  test 
in  1914,  and  this  expansion  still  continues. 

The  installation  about  six  years  ago  of  high-pressure 
steam  disinfectors  in  ships  has,  since  the  outbreak  of  war, 
proved  of  supreme  value.  Besides  providing  a weapon  to 
combat  the  exanthemata  and  other  infectious  diseases  as 
well  as  scabies,  they  sterilize  clothing  and  dressings  as 
frequently  as  may  be  desired.  Another  great  improve- 
ment of  pre-war  times  was  the  replacement  of  the  clumsy 
service  stretcher  by  the  two  forms  of  stretcher  now  in 
general  use — (1)  the  bamboo  stretcher  designed  from  the 
Japanese  stretcher  by  the  late  Fleet  Surgeon  Neil 
Robertson,  R.N.  (Figs.  1 and  2),  which  renders  possible 
the  removal  of  wounded  from  small  compartments,  down 
escapes  in  turrets,  and  round  difficult  corners  with  a 
minimum  of  danger  and  discomfort,  and  (2)  the  ambulance 
field  service  stretcher  (Fig.  3),  which  enters  so  largely  into 
the  scheme  for  increased  stowage  space  by  the  tier 
system,  as  explained  further  on  (Figs.  4,  5,  and  6). 

At  the  outbreak  of  war  the  supply  of  stores  and  instru- 
ments increased  automatically,  and  catgut,  silk,  and  the 
like  were  sent  to  ships  in  portable  tubes  ready  sterilized. 
The  ships  have  always  been  on  a war  footing,  but  much 
has  been  learnt  since  the  start  of  hostilities,  notably  the 


Fig.  2. — Neil  Robertson  Stretcher  with  Patient. 

large  number  and  severity  of  burns  eucount  ered  in  action 
Pictures  of  bluejackets  working  their  guns  stripped  to  the 
waist  are  picturesque  reminiscences  of  the  past,  but  the 
battle  of  Jutland  showed  that  exposed  parts,  such  as  face, 


Fig.  1. — Neil  Robertson  Stretcher  Open. 


the  sole  duty  of  seeing  that  every  precaution  possible  is 
taken  to  safeguard  the  water  from  pollution  during  its 
transit  from  shore  standpipes  to  ship’s  tanks.  He  travels 
from  port  to  port  inspecting  the  water- carrying  vessels 
to  see  that  their  fittings  are  in  accordance  with  hygienic 
requirements  and  that  the  method  of  transferring  the 
water  is  in  accordance  with  the  rules  laid  down  by  the 
Medical  Department. 

During  the  Gallipoli  campaign  a distilling  apparatus  of 
great  capacity  was  set  up  in  Mudros  in  order  to  provide 
the  ships  and  the  Naval  Division  with  an  ample 
supply  of  pure  water. 

As  the  sites  of  air  stations  have  been  selected 
primarily  from  a fighting  point  of  view,  the 
water  supply,  both  as  regards  quantity  and 
quality,  has  often  proved  a matter  of  difficulty 
and  anxious  consideration ; it  has  then  been 
necessary  to  arrange  for  sterilization  by  chlorina- 
tion. 

Unhealthy  Occupations. 

The  composition  used  for  the  preservation  of 
the  fabric  of  aeroplanes  contains  material  which, 
in  civilian  factories,  has  given  rise  to  many 
•cases  of  toxic  jaundice,  some  of  which  have 
proved  fatal.  Although  the  Naval  Air  Service 
has  used  a very  large  amount  of  this  “dope” 
no  deaths,  nor,  indeed,  any  cases  of  illness 
entailing  loss  of  service  for  a single  day,  have 
occurred.  This  fortunate  result  is  to  be  attri- 
buted to  widely  disseminated  information  among 
the  personnel  as  to  the  danger  to  be  guarded 
.against,  efficient  artificial  exhaust  arrangements 
(giving  thirty  changes  of  air  per  hour  in  doping 
rooms)  and  complete  organization  for  extensive 
alternation  of  work. 

The  “dope”  used  in  varnishing  airship 
■envelopes  is  of  an  entirely  different  nature,  and 
in  the  absence  of  protective  measures  causes 
symptoms  resembling  acute  alcoholism ; but 
here  again,  although  several  hundreds  of  men 
.are  employed  continuously  at  this  work  no  ill  effects 
•can  be  traced  to  it  owing  to  the  efficient  methods  of 
immediately  removing  the  fumes  by  a large  number  of 
powerful  exhaust  fans. 
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neck,  hands,  anil  arms,  are  very  liable  to  be  severely 
burnt. 

For  tbe  evolution  of  the  anti-gas  apparatus  thanks  are 
due  to  Fleet  Surgeon  I).  W.  Hewitt,  R.N.,  and  Mr.  A. 
Hutchinson,  of  Pembroke  College,  Cambridge.  Their  work 
goes  to  prove  that  the  naval  medical  authorities  are  keeping 
pace  with  anil  countering  the  fresh  devices  of  the  enemy 
in  this  respect. 

Burns. 

The  paraffin,  or  “ambrine,”  treatment  of  burns  intro- 
duced by  Mi-decin -major  Bar  the  de  Sandfort  of  Paris  (late 
of  the  French  navy)  has  been  adopted  by  the  Naval 
Medical  Service  afloat.  A small  slab  of  the  wax,  which  is 


Fig.  3. — Bamboo  " field  ” stretcher  slum!  from  wire  roping  in  tier 
of  three  system.  Design  adopted  by  the  Admiralty. 


a mixture  of  paraffin  and  resins,  is  put  into  a metal  spray 
producer  and  heated,  either  over  a spirit  lamp  or  in  a 
water  bath,  up  to  the  temperature  when  the  wax  melts. 
The  bellows  of  the  spray  producer  are  then  adjusted,  and 
the  liquid  wax  is  pumped  as  a very  fine  spray  on  to  the 
burnt  surface,  which  has  been  previously  dried  thoroughly. 
A cake  of  wax  forms  over  the  surface,  and  is  both  air- 
proof and.  from  the  heat  at  which  it  is  applied,  aseptic. 
A thin  layer  of  cotton-wool  is  then  laid  on  this  wax,  aud 
the  whole  is  again  covered  with  the  liquid  wax  applied  by 
a brush.  The  results  are  very  satisfactory ; pain  is  cer- 
tainly relieved  rapidly,  and  subsequent  dressings  are  almost 
painless. 

Caisson  Disease. 

Another  valuable  ad  junct  to  the  medical  service  is  the 
compression  chamber  fitted  in  one  of  the  base  ships  for 
cases  showing  signs  of  caisson  disease.  It  has  proved  very 
useful  in  the  few  cases  in  which  it  has  been  necessary  to 
use  it. 

Dentistry. 

The  appointment  of  deutal  surgeons  to  certain  ships  in 
the  Grand  Fleet  has  been  very  valuable.  Their  services 
became  necessary  owing  to  the  few  opportunities  which 
men  had  to  visit  the  dental  surgeons  at  the  bases.  The 


amount  of  work  the)’  have  accomplished  has  proved  of 
infinite  benefit  to  the  comfort  aud  well-being  of  all  hands. 

Sick  Bays 

The  evolution  of  the  sick  bays  from  those  of  twenty 
years  ago  has  advanced  as  rapidly  as  that  of  the  ships 
themselves,  aud  they  are  now  well  equipped.  Situated 
well  forward,  the  sick  bay  usually  occupies  the  whole 
beam  of  the  ship,  and  thus  gets  the  advantage  of  scuttles- 
on  both  sides  for  light  and  air.  It  is  also  ventilated  by 
trunks  from  the  upper  deck,  and  this  is  of  inestimable 
advantage  when  battened  down  at  sea.  The  swinging  cots, 
from  eight  to  twelve  in  number,  are  slung  on  supports  in 
the  main  portion  of  the  bay,  and  arranged  in  two  tiers- 
with  room  between  each  group  to  nurse  on  both  sides. 
There  is  also  room  for  a few  hammocks.  The  messing 
room  is  usually  curtained  off  from  the  beds.  The  operating, 
room  is  an  excellent  compartment  with  tiled  floor,  good 
light  from  both  scuttles  and  electric  groups,  enamelled  iron 
shelves,  tables,  and  wash  bowls,  electric  wandering  lead 
and  serviceable  operating  table.  The  supply  of  instru- 
ments comprises  a major  operating  case,  a minor  operating 
case,  a case  of  eye  instruments,  a set  of  silver  catheters,. 
Potain’s  aspirator,  a small  deutal  outfit,  a sterilizer,  splints. 


Fig.  4. — Wire-rope  uprights  in  position  for  reception  of  cots  or 
stretchers.  Designed  by  Staff  Surgeon  Bringan,  K.N.,  in  H.M.S. 
Edgar. 


irrigators,  etc.  The  dispensary  is  well  lighted  and  fitted 
up.  In  some  of  the  newer  ships  a separate  mess  is  pro- 
vided for  the  sick  berth  staff.  This  is  a great  advance 
and  much  needed  accommodation.  There  is  also  an  isola- 
tion cabin,  usually  with  two  beds,  which  can  be  used  as 
a junior  officers’  hospital. 

In  order  to  obtain  all  the  advantages  as  regards  space, 
light,  and  air,  the  sick  bay  must  be  situated  in  an  unpro- 
tected part  of  the  ship.  This  subject  is  closely  connected 
with  that  of  the  accommodation  for  the  sick  and  wounded 
aud  the  medical  staff  during  an  action,  and  also  after  it,  as 
the  sick  bay  itself  is  likely  to  be  shattered. 

Distributing  (Dressing)  Stations. 

In  all  modern  ships  there  are  two  distributing  stations 
designed  in  the  construction  of  the  si  1 ip,  where  the  medical 
officers  and  their  assistants  are  stationed  in  action  ; these 
are  usually  situated  one  in  the  fore  part  and  one  in  the 
after  part  of  the  ship.  They  are  designed  so  that  they 
shall  be,  as  far  as  possible,  in  the  most  protected  parts  of 
the  ship,  and  for  this  reason  there  are  many  difficulties  as 
regards  space,  ventilation,  and  temperature,  these  dressing 
stations  being  usually  in  close  vicinity  to  boiler  rooms  or 
other  engine-room  compartments,  which  are  necessarily  in 
the  most  heavily  armoured  parts  of  the  ship,  and  are 
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usually  hot  and  the  space  limited.  They  are  nowadays 
fitted  permanently  as  dressing  stations,  with  operating 
tables,  shelves,  cupboards,  and  other  appliances,  and  are 
kept  always  ready  in  war  time,  so  that  when  the  ship 
prepares  for  “immediate  action”  only  those  stores,  in- 
struments, dressings,  and  so  forth  which  are  in  daily  use 
in  the  sick  bay  proper  are  removed  to  these  stations. 

Stoivage  of  Wounded. 

The  stowage  of  wounded  in  the  limited  space  available 
under  armour  has  exercised  the  minds  of  naval  medical 
officers  for  many  years,  and  active  service  quickly  demon- 
strated that  the  decks  became  too  wet  to  be  desirable  or 
comfortable  for  the  wounded ; further,  very  few  cots  and 
stretchers  could  be  accommodated  in  the  space  at  our 
disposal.  Much  ingenuity  has  been  displayed  by  various 
officers  to  increase  this  cot  accommodation — Fleet  Surgeon 
Lavertine,  Staff  Surgeon  Bringan,  and  the  late  Fleet 
Surgeon  Capps.  In  all  their  designs  the  tier  system  has 
been  adopted.  The  two  chief  types  produced  are  (a)  the 
rigid  wooden  skeleton  to  hold  cots  or  stretchers,  and  (b)  wire 
roping,  fitted  with  loops  at  intervals  of  2 ft.  to  carry  the 
stretcher,  fixed  to  the  beam  above,  and  either  fixed  to  the 
deck  below  or  allowed  to  swing  clear. 

The  committee  appointed  to  report  on  accommodation  of 
wounded  decided  on  the  wire-roping  system,  erected  in 
single  tiers  for  three  stretchers,  as  the  most  useful. 
Figures  3,  4,  5,  6 show  the  different  designs.  This  con- 
trivance , rigged  near  the  distributing  station  on  both 
sides  of  the  main  deck,  and  in  other  suitable  sites,  in- 
creases the  stowage  room  threefold — keeps  the  wounded 


Fig.  5.— Representing  a group  of  six  cots  in  position.  Designed  by 
Staff  Surgeon  Briugan  in  H.M.S.  Edgar. 


It  must  be  borne  in  mind  that  owing  to  the  condition  of 
a ship  during  and  after  an  action,  and  to  the  excessive 
shock,  even  in  the  less  severe  cases  of  injury,  it  is  advisable 
to  avoid  immediate  operations. 

Shock. 

In  order  to  combat  shock  the  hypodermic  injection  of 
morphine  is  one  of  the  most  important  duties  of  the 
medical  officers  during  action,  as  this  cannot  be  satis- 
factorily carried  out  by  the  best  of  lay  assistants  who  have 
not  previously  been  accustomed  to  it.  No  other  forms  of 
administration  are  entirely  satisfactory,  although  com- 
manding officers  of  destroyers  in  the  early  days  of  the  war, 
when  they  were  frequently  in  action,  and  before  the 
appointment  of  surgeon  probationers,  had  great  faith  in  the 
small  opium  tablets  with  which  they  were  supplied. 


Sepsis. 

The  next  most  important  duty  in  action  is  to  combat 
sepsis,  and  although  there  is  no  soil  contamination  to  be 
fought  against,  the  wounds  caused  by  shell  are  contami- 
nated by  all  sorts  of  debris,  resulting  from  shell  explosion 
in  a confined  space,  and  the  difficulties  in . the  way  of 
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Fig.  6. — Upright  as  used  in  Monarch  since  August,  1914. 

by  Fleet  Surgeon  Lavertine. 


Designed 


off  the  wet  deck,  and  places  them  ^situations  from  which 
they  can  be  easily  attended  to  and  moved  should  the 
disengaged  side  become  the  engaged  one. 

First  A id. 

Besides  the  “first-aid”  haversacks,  boxes  or  cupboards 
for  each  gun  are  filled  with  single  packages  of  dressings 
and  other  appliances,  according  to  each  medical  officer’s 
plan.  Similar  haversacks  are  usually  supplied  for  the 
leading  hands  in  charge  of  each  stretcher  party,  and  for 
every  isolated  position  in  the  ship — that  is,  for  each  station 
in  action  where  a number  of  men  are  isolated  in  various 
compartments  such  as  conning  tower,  torpedo  flats,  gun- 
nery and  torpedo  control  positions,  workshops,  repair 
parties,  engine  rooms.  The  “ first-aid  ” dressings  supplied 
to  these  stations  vary  in  amount  according  to  the  number 
of  men  stationed  there,  which  may  be  from  three  to  fifty 
men.  It  is  also  usual  to  have  large  tin  boxes  of  additional 
dressings,  tourniquets,  scissors,  splints,  and  other  appli- 
ances in  various  accessible  parts  of  the  ship  during  action. 
These  stores  are  used  when  there  is  any  lull  in  the  fighting, 
to  replenish  the  haversacks  or  small  boxes  belonging  to 
the  guns  and  other  stations  without  the  necessity  of 
coming  to  the  medical  officers  in  their  usually  distant 
stations. 


cleaning  the  wounds  are  greatly  increased  if  the  hot 
water  supply  in  the  dressing  stations  has  been  cut  off 
either  by  explosion  there,  or  by  destruction  of  the  fresh 
water  supply  pipes  in  other  parts  of  the  ship.  Recourse 
must  then  be  had  to  the  previously  prepared  stock  of 
lotions  and  to  iodine  and  rectified  spirit.  After  combating 
shock  and  cleansing  wounds,  first  dressings  are  applied 
and  the  patients  made  as  comfortable  as  possible.  After 
the  action  is  over,  or  if  there  is  a lull,  it  may  be  possible 
to  do  more  in  the  way  of  surgery,  but  as  the  action  may 
be  resumed  at  any  moment  until  the  ship  is  outside  the 
“ danger  zone,”  there  will  not  be  any  time  during  which 
the  ship  is  not  liable  to  attack  from  the  enemy,  either  by 
gunfire,  torpedo,  mines,  or  from  the  air,  so  that  usually  all 
that  can  be  done  is  to  remove  the  wounded  to  places  pre- 
viously arranged  for,  in  all  possible  “protected”  places, 
where  their  wounds  can  be  redressed  more  carefully  and 
splints  applied  to  fractured  limbs,  and  any  immediate 
surgical  work  carried  out. 

Evacuation  from  Ship. 

The  evacuation  of  the  wounded  from  a ship  is  a most 
important  point,  both  from  the  wounded  man’s  point  of 
view  and  also  for  the  efficiency  of  the  ship.  The  ideal 
conditions  obtain  when  a hospital  ship  can  go  alongside 
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the  ship  of  wai' ; then  the  wounded  can  be  carried  in  their 
service  cots  and  stretchers  across  a gangway  to  their  beds. 
This,  however,  is  rarely  possible,  and  the  services  of  the 
hospital  carrier  are 
called  in  as  a go-between. 

In  this  case  the  wounded 
man  is  taken  in  his 
cot  or  stretcher  and 
placed  in  the  tray  or  cot 
carrier  and  hoisted  out 
by  means  of  a derrick 
into  a hospital  boat  or 
barge,  which  transports 
him  to  a hospital  ship, 
an  ambulance  train,  or 
a local  hospital,  as  cir- 
cumstances command. 

The  chief  point  to  be 
remembered  is  that  the 
less  a wounded  or  burnt 
man  is  moved  the  better 
his  chances  of  recovery. 

Since  the  outbreak  of 
hostilities  the  hospital 
ships  have  borne  the 
brunt  of  the  medical 
work  in  the  fleet.  The 
extreme  undesirability 
of  making  preparation 
for  action  with  several  bed  cases,  whether  medical  or 
surgical,  on  board  t lie  fighting  ship  is  evident.  Cases  of 
sickness  or  injury,  if  likely  to  be  under  treatment  more 
than  a few  days,  are  therefore  transported  to  the  local 
naval  hospital  or  hospital  ship. 

HOSPITAL  SHIPS. 

BY 

Fleet  Surgeon  E.  C.  Lomas,  C.B.,  D.S.O.,  M.B., 

F.R  C.S.Iidin.,  R.N., 

Late  Senior  Medical  Officer,  H.M.  Hospital  Ships  Maine,  Roliilla , 
and  Garth  Castle . 

Hi: fore  the  war  there  was  only  one  British  hospital  ship 
in  commission,  the  Maine,  which  was  originally  fitted  out 
by  a group  of  American  ladies  during  the  South  African 
war  and  subsequently  taken  over  by  the  Admiralty.  Un- 
fortunately this  vessel  went  ashore  in  a thick  fog  011 
June  19th,  1914.  and  was  lost,  but  the  arrangements  for  the 
provision  of  sufficient  hospital  ships  for  the  fleet  previously 
made  by  the  Admiralty  worked  admirably.  Within  four 
days  of  the  order  to  mobilize  for  war  three  ocean  liners 
were  converted  into  hos- 
pital “carriers,”  and 
with  their  medical  and 
nursing  staff,  and  ful’ 
equip m ent  of  cots, 
bedding,  and  medical 
and  surgical  stores  com- 
plete, which  had  been 
kept  ready  in  alay-apart 
store  at  one  of  the  large 
medical  depots,  were  at 
sea,  where  any  neces- 
sary alterations  w ere 
completed  by  the  artisan 
ratings,  so  that  they 
joined  up  with  the  fleet 
ready  for  any  emer- 
gency. 

In  the  meantime 
work  was  being  pressed 
forward  in  six  other 
ships  intended  for  more 
permanent  service  from 
plans  which  had  already 
been  prepared  during 

peace,  so  that  they  were  Fig.  8.— Ope 

ready  for  sea  in  about 

three  weeks  or  less.  These  vessels  wore  mostly  inter- 
mediate liners,  in  which  the  passenger  accommodation 
and  cargo  space  were  easily  adapted  to  their  new  purpose. 
The  swinging  cots  fitted  averaged  about  220,  but  additional 
emergency  accommodation  was  provided  for  about  300 
more  patients.  In  the  Mediterranean  this  number  was 


Fig.  7.— Ward. 


sometimes  largely  exceeded,  over  900  cases  being  con- 
veyed to  a base  hospital  on  one  occasion. 

As  a rule  there  are  six  or  seven  wards  for  men  (Fig.  7) 

and  two  or  three  for 
officers,  which  were 
adapted  by  converting 
portions  of  the  saloons 
or  removing  cabin  bulk- 
11  e ads,  some  officers 
being  also  nursed  in 
cabins.  A padded  room 
for  mental  cases  was 
also  prepared.  The 
decks  are  covered  with 
green  corticine,  which 
is  easily  kept  in  a high 
state  of  polish;  the  bulk- 
heads and  cots  are 
enamelled  a very  light 
green.  Ventilation  is 
maintained  by  means  of 
scuttles,  supply  and  ex- 
haust cowls,  and  special 
motor  driven  supply  ven- 
tilators. The  wards 
occasionally  became 
rather  hot  at  night  when 
dead  lights  had  to  be 
closed  ; but  this  was 
corrected  by  Fleet  Surgeon  M.  H.  Knapp’s  plan  of 
fitting  the  cylindrical  portions  of  ordinary  wind  scoops 
with  partial  diaphragms  which  occupy  about  two-thirds  of 
the  circumference,  so  that  while  air  is  freely  admitted 
no  light  shows  through.  Other  alterations  included  the 
fitting  up  according  to  the  existing  plans  of  dispensaries, 
pantries,  latrines,  mortuary,  disinfector  for  clothes  and 
bedding,  cot  lifts  both  inside  and  outside  the  ship,  x-ray 
room,  laboratory,  laundry,  operating  rooms,  and  many 
other  necessary  adjuncts  of  a self-contained  hospital. 
These  necessary  fittings  had  also  all  been  stored  in 
readiness  before  mobilization. 

The  operating  theatres  are  installed  either  in  music 
rooms  or  saloons,  or  in  specially  constructed  erections  on 
the  upper  deck  (Fig.  8).  In  the  former  case  the  somewhat 
ornate  walls  are  covered  in  with  match-boarding  enamelled 
white.  The  rooms  are  divided  into  two  parts  with  separate 
entrances  and  sliding  doors  between— one  half  being  used 
as  a preparation  and  sterilizing  room.  The  decks  are 
tiled  and  all  the  tables,  shelves,  and  other  structural 
arrangements  are  of  the  aseptic  pattern.  In  spite  of  their 
extemporized  character,  it  does  not  appear  that  auy  case 

of  sepsis  could  be 
definitely  attributed  to 
faulty  surroundings. 

The  cot-lifts  which 
serve  the  wards  are 
placed  near  the  operat- 
ing rooms  so  that  the 
exposure  of  a patient 
after  anaesthesia  is  re- 
duced to  a minimum. 
The  original  supply  of 
instruments  and  medical 
and  surgical  stores  met 
the  initial  requirements; 
but  subsequently,  as 
it  became  necessary, 
further  equipment  was 
provided  by  the  Ad- 
miralty. 

General  Duties. 

On  the  Home  Station 
the  work  of  the  lios-‘ 
pital  ships  is  to  a large 
extent  similar  to  that 
rating  room.  carried  out  by  the 

Maine  in  peace  time. 
The  Fleets  at  their  different  bases — often  iu  remote 
districts  where  no  shore  accommodation  is  available — 
are  attended  by  one  or  more  ships.  When  nearly 

full  they  are  either  cleared  by  smaller  hospital  ships 
which  convey  the  patients  to  a convenient  rail  head  for 
further  transference  by  ambulance  train,  or  at  stated 
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intervals  the  hospital  ships  are 
relieved  by  others,  steam  to  a rail- 
head to  discharge  their  cases,  and 
are  then  coaled,  provisioned,  and 
; if  necessary  repaired  or  refitted. 

; tf.  It  soon  became  evident  that 
any  preconceived  ideas  of  hos- 
pital ships  proceeding  to  the 
scene  of  an  action  had  to  be  dis- 
carded. Apart  from  the  diffi- 
culties of  transporting  wounded 
men  from  the  fighting  ships  in 
' bad  weather  at  sea  it  was  obvious 
that  the  conditions  of  modern 
naval  warfare  precluded  these 
ships  from  remaining  with  their 
| engines  stopped  without  running 
grave  risk  of  being  torpedoed  by 
submarines. 

Embarkation. 

In  harbour  the  conveyance  of 
patients  is  carried  out  by  con- 
verted drifters  or  in  ships’ 
picket  boats  and  cutters.  Some 
of  the  former  are  fitted  to  take 
eighteen  cot  cases  under  cover, 
and  in  bad  weather  are  far 
preferable  to  ships’  boats.  On 
arrival  alongside,  the  cots  a^'e 
hoisted  in,  by  hydraulic  or  steam 
cranes,  in  a tray  which  would 
take  either  a service  cot  or  a 
stretcher  (Figs.  9,  10,  11).  The 
original  trays  were  gradually  im- 
proved upon,  and  were  fitted  with 
a removable  end  or  side,  whereby 
the  process  of  transfer  is  much 
facilitated.  When  comparatively 
large  numbers  of  men  wounded 
in  action  have  been  brought  in  by  destroyers  and  light 
cruisers,  it  has  been  found  quite  possible  to  get  these 


vessels  alongside  the  hospital 
ship,  which  considerably  acceler- 
ates the  transfer. 

Opinions  differ  as  to  what  class 
of  cases  should  be  dealt  with  by 
hospital  ships  after  an  action  and 
what  transferred  further  by 
ambulance  train.  There  is  much 
to  be  said  for  the  view  that  the 
very  severely  wounded  and  those 
suffering  from  much  shock  are 
more  satisfactorily  dealt  with  in 
the  former.  The  transference 
from  a fighting  to  a hospital  ship 
is  accomplished  with  the  mini- 
mum of  disturbance ; and,  as  now 
equipped,  these  ships  are  capable 
of  dealing  with  anything.  After 
the  Jutland  battle  there  was  a 
considerable  number  of  patients 
with  severe  burns  who  certainly 
could  not  have  borne  a long  train 
journey ; their  care  entailed  heavy 
work  on  the  staffs  of  the  ships 
which  received  them.  It  must  be 
borne  in  mind,  however,  that 

when  cases  on  board  hospital 

ships  that  can  travel  by  train  are 
retained,  there  are  no  means  of 
dealing  with  a fresh  lot  of 

wounded  that  may  come  in  at 
any  time.  The  hospital  ship  is, 
in  fact,  demobilized  pro  tern.,  a 
most  undesirable  proceeding. 

Staff. 

The  medical  staff  consists  of 
one  fleet  surgeon  in  charge,  six 
other  medical  officers,  and  a 

dental  surgeon.  A chaplain  also 
is  borne.  The  surgeons  in  the  first  instances,  in  addition 
to  active  service  medical  officers,  were  drawn  from  the 


Fig.  9. — Cot  case  coining  onboard  from  a ship’s  boat. 
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Royal  Naval  Volunteer  Reserve,  amongst  whom  were 
many  holding  honorary  hospital  appointments  in  civil 
life.  Extremely  valuable  services  were  rendered  by  these 
officers,  among  whom  were  bacteriologists,  ophthalmic 
surgeons,  and  r-ray  experts.  As  time  went  on,  special 
departments  were 


formula  used  was  a solution  containing  0.85  per  cent 
sodium  chloride  with  0.25  per  cent,  of  sodium  citrate.  The 
results  obtained  were  excellent ; septic  wounds  and  burns 
became  clean  and  healthy’  in  a wonderfully  short  space  of 
time.  Fleet  Surgeon  A.  li.  Bankart’s  apparatus  for  obtain 

ing  a solution  con 


gradually  developed, 
with  the  result  that 
a degree  of  efficiency 
has  been  obtained 
remarkable  for  a 
floating  hospital. 

The  nursing  staff 
consists  of  four  Royal 
Naval  or  Reserve 
Nursing  Sisters,  and 
some  thirty- five  men, 
of  whom  about  one- 
third  belong  to  the 
regular  Naval  Sick 
Berth  Staff  and  the 
remainder  to  the 
Reserve.  The  latter, 
drawn  mainly  from 
mining  and  manu- 
facturing districts, 
were  well  trained  in 
ambulance  work,  but 
as  their  nursing 
capabilities  were 
naturally  of  a less 
high  order,  much 

responsibility  fell  Fia.  iz.-Disembarking. 

upon  the  Sisters, who 

have  admirably  justified  their  calling.  The  remainder  of 
the  complement  includes  carpenter  ratings,  master-at-arms, 
and  ship’s  corporals  for  baggage  and  police  duties,  writer, 
and  signalman. 

Improvements  are  constantly  made  in  these  ships;  for 
instance,  in  the  ar  ray  room  of  the  Garth  Castle  aerial 
leads  were  installed,  viewing  boxes  and  adjustable  carriers 
for  water-cooled  tubes  made,  and  many  other  accessories 
fitted  up  by  the  ship’s  artisans  and  electrician  under  the 
supervision  of  the  surgeon  in  charge  of  the  department. 

In  the  laboratory  the  ordinary  clinical  and  pathological 
examinations  are  carried  out,  and  facilities  provided  for 
culture  work  and  the  thorough  investigation  of  cerebro- 
spinal fever  contacts  and  carriers.  For  examination  of 
acuity  of  vision,  es- 
pecially that  of  gun 
layers,  all  the  hos- 
pital ships  are  pro- 
vided with  trial 
glasses  and  a dark 
room,  where  anoph- 
thalmic  surgeon  or 
other  member  of  the 
staff  with  a good 
working  knowledge 
of  sight  testing  and 
retinoscopy  is  al- 
ways available. 

Among  the  tempo- 
rary surgeons  there 
are  several  gynaeco- 
logists, and  their 
surgical  experience 
is  turned  to  good 
account  on  more 
general  lines.  On  one 
occasion  a success- 
ful Caesarean  sec- 
tion was  performed 
in  a remote  district 
where  no  other  pro- 
fessional aid  was  ob- 
tainable. The  opera- 
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Fig.  13. — Disembarking:  Removal  to  Motor  Ambulance. 


tive  work  is  often  heavy,  the  cases  being  those  ordinarily 
met  with  in  a naval  hospital.  Appendicitis  is  fairly 
common,  and  on  one  occasion  seven  gangrenous  cases 
were  operated  upon  in  one  day. 

In  the  Garth  Castle  iodine  was  mainly  and  successfully 
used  for  the  cleansing  of  wounds,  skin  preparation,  catgut, 
etc.  Hypertonic  saline  solution  was  also  much  in  vogue, 
both  for  arm  and  leg  baths  and  as  a dressing.  The 


taining  free  chlorine 
by  the  electrolysis 
of  sea  water  proved 
quite  efficacious. 

The  dental  sur- 
geons are  always 
busy,  and  are  of  im- 
mense service  to  the 
personnel  of  the 
Fleet.  At  one  time 
there  were  three  of 
these  officers  living 
in  the  hospital  ship 
at  a certain  base,  the 
foremost  operating 
and  preparation 
rooms  being  given 
up  to  them.  The 
equipment  supplied 
is  very  complete. 

Two  features  were 
introduced  which 
proved  of  the 
greatest  benefit  to 
the  Fleet.  The  first 
was  the  system- 
atized use  of  galyl 
in  all  hospital  ships. 
At  first  patients  requiring  this  treatment  were  sent  to  the 
South  of  England,  occupying  valuable  beds  in  hospital 
carriers  and  trains,  and  their  services  were  lost  for  a 
considerable  period.  Later  on  such  patients  were  sent  to 
the  hospital  ships  for  two  or  three  days,  the  injection  was 
given,  the  particulars  entered  in  their  special  history 
sheets,  and  they  then  returned  to  duty  until  due  for  their 
next  dose.  Whatever  hospital  ship  was  present  then 
carried  on  the  treatment,  with  resulting  economy  of  time, 
money,  and  service.  Systematic  examinations  of  the  urine 
for  arsenic  were  also  carried  out. 

The  other  feature  was  the  provision  of  a ship  specially 
for  zymotic  diseases.  The  ordinary  hospital  ships  are  not 
able  to  deal  with  these  cases  without  seriously  impairing 

their  general  effi- 
ciency, so  the  advent 
of  the  Agadir  was 
the  greatest  possible 
boon.  The  drafts 
constantly  coming 
from  the  various 
depots  often  bring 
sporadic  cases  of  in- 
fection, and  their 
early  isolation  is  a 
matter  of  impor- 
tance. The  laundry 
and  disinfecting 
plant  are  two  other 
items  in  constant 
request.  Clean  bed 
linen  and  patients’ 
clothing  went  far 
towards  giving  the 
ships  their  reputa- 
tion for  always  look- 
ing fresh  and  sweet. 
The  contrast  to  a 
sick  man  coming 
from  a fighting  ship 
always  prepared  for 
action  and  often  coal- 
ing is  very  great. 


The  large  high  pressure  disinfector  is  in  great  demand, 
much  bedding  and  clothing  being  brought  from  auxiliaries 
and  small  craft  which  have  no  facilities  for  this  work. 

Disembarkation. 

This  is  simply  the  converse  of  the  process  of  embarking  a 
considerable  number  of  cases.  As  has  already  been  stated, 
it  is  done  in  two  ways— that  is,  either  by  discharging 
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'to  a smaller  hospital  ship  which  came  alongside  or  by  the 
Ijhip  herself  proceeding  to  a port  with  rail  facilities.  In 
'the  latter  case,  the  number  and  class  of  cases  having 
'previously  been  telegraphed,  a fleet  of  motor  ambulances 
and  baggage  lorries  is 
in  attendance  on  the  jetty 
las  soon  as  the  ship  is  tied 
jup.  The  clerical  work, 

Porting  of  baggage,  labelling 
1 for  the  different  base  hos- 
pitals, etc.,  has  all  been  com- 
pleted on  the  voyage,  so 
that  little  time  is  spent  over 
the  actual  disembarkation. 

The  requisite  number  of 
■cots  are  placed  in  readiness 
in  each  ward,  and  the 
5 'patients  who  are  unable  to 
jwalk  placed  in  them.  Bag- 
gage and  walking  cases  are 
got  out  first,  the  latter  pro- 
ceeding down  a brow  or 
the  ship’s  gangway  ladder. 

1 The  cot  cases  are  then 
brought  up  in  rapid  suc- 
cession in  the  lifts,  trans- 
fjferred  to  the  tray,  and 
hoisted  cut.  Padded  trestles 
are  placed  on  the  jetty  to 
receive  the  tray,  and  the 
cots  are  transferred  to  the 
waiting  ambulances  (Figs. 

. 12,  13).  The  canvas  cots 
:;are  uniform  and  inter- 
changeable with  those  of 
the  ambulance  train,  so  that 
there  is  no  further  dis- 
turbance of  the  patient,  the 
same  number  of  empty 
loots  being  received  from 
the  train. 

The  Naval  Medical 


Fig.  14. — Showing  cots  sluDg  in  ambulance  train 


Transport  Department  now  takes  charge  of  the  cases, 
f:  so  that  when  the  last  patient  and  kit-bag  are  over  the 
side  the  professional  work  of  the  ship  ceases  for  a short 
space,  and  a proportion  of  the  staff  are  enabled  to  get 
, well-earned  leave  as  the  last  weeks  of  the  round  trip  are 
| always  strenuous. 

ACCOUNT  OF  LAND  MEDICAL  TRANSPORT 
ARRANGEMENTS  OF  THE  NAYY. 

BY 

' Surgeon  General  Sir  James  Porter,  K.C.B.,  K.C.M.G., 

M.D.,  R.N., 

AND 

Staff  Surgeon  A.  Vavasour  Elder,  R.N.V.R. 

The  removal  of  sick  and  wounded  from  the  scenes  of  their 
i activities  to  the  seclusion  of  a hospital  is  no  small  factor 


in  the  general  work  of  the  Medical  [Department  of  the 
Navy. 

To  deal  with  this  phase  of 1 medical  work  a special 
medical  transport  organization) has  been  created.  There 

is  a central  office  at 
the  Admiralty  for  the 
Principal  Medical  Trans- 
port Officer,  and  thus  in 
immediate  touch  with  the 
department.  Medical 
Transport  Officers  are  es- 
tablished at  the  chief  naval 
ports,  and  finally  Assistant 
Medical  Transport  Officers 
have  been  appointed  at  all 
places  round  the  coast 
where  wounded  are  likely 
to  be  landed  after  action. 
At  each  of  these  places 
provision  has  been  made 
for  establishing  dressing 
stations  and  temporary 
hospital  accom  m o d a t i o n 
for,; a certain  number  of 
cases  until  such  time  as 
an  ambulance  train  can  be 
sent  to  remove  them  to  base 
hospitals  elsewhere. 

One  of  the  difficulties  of 
the  problem  of  dealing  with 
naval  cases  after  action  is 
the  impossibility  of  arrang- 
ing in  advance  or  foretelling 
exactly  at  which  spot  and 
in  what  numbers  wounded 
will  be  landed.  Certain 
obvious  bases,  it  is  true, 
exist,  to  which  ships  able 
to  do  so  would  naturally 
return  after  an  action. 
But  at  the  same  time  these 
bases  are  wide  apart, 
leaving  large  gaps  of  coast  line  with  many  ports,  into 
any  one  of  which  rescue  vessels  and  smaller  damaged 
vessels  might  be  compelled  to  enter  and  discharge  their 
wounded.  Hence  the  establishment  of  what  are  termed 
emergency  medical  depots,  with  Medical  Transport  Officers 
in  charge  of  each  at  various  places  along  the  coasts.  Thus 
no  likely  place  is  left  without  means  of  coping  with  a 
sudden  inrush  of  wounded  and  rendering  medical  aid 
to  them. 

Briefly,  from  the  time  a wounded  man  is  landed  from 
a ship  until  he  is  finally  placed  in  hospital,  he  is  in  the 
charge  of  the  Land  Medical  Transport  branch  of  the  Naval 
Medical  Service.  The  system  adopted  by  the  Navy  differs 
from  others  in  so  far  that  when  a man  is  wounded  severely 
enough  to  require  immediate  treatment  in  bed,  after  having 
received  medical  attention,  he  is,  so  to  speak,  put  to  bed  in 


Fig.  15. — Showing  method  of  carrying  cot.  Summer  dress. 


Fig.  16. — Showing  method  of  carrying  cot. 


Winter  dress. 
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Lis  ship  in  a standard  naval  cot  and  made  as  comfortable 
as  possible  in  the  circumstances.  The  naval  standard 
pattern  cot  is  composed  of  canvas  stretched  over  a wooden 
frame  and  laced  together.  At  each  end  of  the  cot  the 

A || 


Fig.  17.— "Gripe”  and  method  of  diminishing  vibration  for 
fracture  cases,  a.  Anchor  hook;  b,  chain;  c.  spiral  spring; 

<1.  traveller  ; e,  side  of  coach  ; /,  fracture  slat. 

canvas  is  extended  into  a triangle,  the  apex  of  which  is 
fitted  with  a lanyard  and  an  “ eye  ” for  slinging  purposes, 
while  the  canvas  at  the  sides  is  wide  enough  to  overlap, 
and  so  affords  extra  warmth  and  protection  to  the  occu- 
pant. Each  cot  is  fitted  with  a mattress,  pillow,  pillow- 
case, and  two  blankets.  Thus  it  is  in  itself  a complete  bed 
wherever  situated.  From  the  time  a patient  is  placed  in  a 
cot  on  board  a fighting  ship  until  he  is  fiually  put  to  bed  in 
a hospital  lie  is  never  moved  out  of  it.  He  and  his  cot 
travel  together  all  the  way,  thus  saving  much  of  the 
pain  and  suffering  involved  in  the  frequent  transfers  by 
stretchers,  ambulances  and  trains. 

To  carry  this  out  all  the  ambulance  trains,  motor  ambu- 
lances, bearer  parties,  and  so  forth,  have  been  specially 
organized  in  a standard  and  uniform  manner  with  regard 
to  each  individual  link  of  the  transport  chain.  This  may  be 
best  described  by  tracing  the  journey  of  a patient  from  the 
commencement.  The  patient  and  his  cot  complete  with 
bed  and  bedding  are  landed  from  the  ship  and  turned  over 
to  bearers  specially  trained  in  the  handling  of  cots.  These 
bearers  are  drawn  from  ratings  of  the  Royal  Naval  Auxiliary 
Sick  Berth  Reserve  attached  to  the  Medical  Transport  branch 
in  the  case  of  large  naval  centres,  and  in  other  places  they 
are  drawn  from  Voluntary  Aid  Detachments  of  the  Order 
of  St.  John  of  Jerusalem  in  England  and  the  British  Red 
Cross  Society.  The  bearers  carry  the  cot  to  the  ambulance 
or  ambulance  train  as  the  case  may  be,  and  there  it  is  placed 
in  position.  In  exchange  for  the  “ loaded  cot  ” the  ambu- 
lance or  the  ambulance  train  gives  a clean,  empty,  and  fully- 
equipped  standard  cot  for  return  to  the  ship  from  which 
the  patient  was  received.  In  this  manner  the  fighting  ship 
always  maintains  her  complement  of  clean  cots. 

When  an  ambulance  or  train  is  filled  it  moves  off  to  its 
destination,  and  on  arrival  the  same  exchange  of  cots  is 
made  as  before,  and  so  on  throughout  each  link  until  the 
patient  is  finally  taken  out  of  his  original  cot  and  put  in 
bed  in  hospital.  By  this  method  there  is  a constant  out- 
going stream  of  clean  cots  from  the  base  to  the  ships  at  sea 
all  ready  for  further  service.  Everything  connected  with 
the  land  transport  of  wounded  is  maintained  in  a state  of 
immediate  readiness,  and  fiually,  and  most  important  of  all, 
the  wounded  themselves  are  spared  the  sufferings  caused 
by  repeated  transfers  from  ambulance  stretcher  to  ambu- 
lance train  and  back  again  to  another  ambulance  stretcher, 
etc.  Also  the  time  taken  thus  to  empty  an  ambulance  train 
is  very  brief,  and  the  delay  to  ordinary  passenger  traffic 
practically  nil.  At  the  large  naval  bases  arrangements 
exist  for  the  cleaning  of  all  cots  and  bedding,  and  a store  of 
clean  cots  for  exchange  purposes  is  also  established. 

In  the  ambulance  trains  the  cots  are  suspended  in  two 
tiers  from  the  roofs  of  the  coaches.  They  are  prevented 
from  swinging  by  a spring  clip,  devised  by  Staff  Surgeon 
Elder,  which  presses  the  cot  against  two  padded  buffers 
built  in  to  the  side  of  the  coach.  By  this  method  the  cot 


and  patient  do  not  form  a component  part  of  the  coach. 
The  jolting  of  the  train  over  the  metals  is  largely  taken  up 
by  the  suspension,  while  lateral  jars  when  rounding  curves 
and  the  like  are  absorbed  by  the  padded  buffers.  Thus 
the  cot  has  just  enough  “play”  for  comfort  aud  no  more,  | 
while  the  train  is  under  way.  The  tension  of  the  spring 
clip  is  adjustable  at  will,  and,  unlike  the  “fixed  bunk," 
every  jarring  movement  of  the  coach  is  so  minimized  as 
practically  not  to  disturb  or  distress  the  patient.  The 
coaches  themselves  when  empty  of  cots  have  no  fittings 
except  a few  chains  aud  hooks,  and  are  easily  cleaned  and 
disinfected. 

As  x-egards  the  ambulances  in  general,  beyond  being 
fitted  specially  to  take  naval  cots  instead  of  the  military 
stretcher,  they  present  nothing  else  of  interest  except  a 
squadron  of  thirty  motor  buses.  These  buses  were  taken 
over  from  the  London  General  Omnibus  Company  at  the 
commencement  of  hostilities  and  were  fitted  with  spring 
trestles  on  which  the  cots  rest.  They  have  proved  satis- 
factory in  every  way  and  are  just  as  comfortable  for 
patients  as  the  latest  pattern  specially  built  ambulances. 

The  emergency  medical  depots  previously  referred  to 
and  located  at  various  places  along  the  coast  are  supplied 
with  “ cot,”  “ clothing,”  “ hospital,”  aud  “ medical  units  ’’ 
respectively.  The  cot  unit  consists  of  completely  equipped 
service  cots,  which  can  be  used  to  form  the  nucleus  of  a 
temporary  hospital  in  suitable  local  buildings  selected  in 
advance  for  this  purpose.  The  hospital  and  medical  units 
containing  all  the  necessary  utensils,  drugs,  and  dressings, 
etc.,  are  kept  available  for  immediate  use  in  these  extem- 
porized hospitals.  The  clothing  unit,  as  its  name  implies, 
iS  for  use  of  men  suffering  from  immersion  and  lack  of 
clothing,  so  as  to  enable  them  to  proceed  in  dry  clothes  to 
wherever  they  may  be  sent. 

In  addition  to  preparedness  for  “ The  Day,”  the  Medical 
Transport  Department  is  continuously  engaged  in  the 
l-emoval  of  ordinary  sick  from  the  fleet  at  the  various 
ports.  The  unloading  of  hospital  ships  from  the  fleet  and 
overseas  is  also  part  of  its  duties.  The  sick  are  taken 
each  to  his  home  port,  in  close  touch  with  friends  and 


Fig.  18  — Interior  of  Naval  Ambulance. 

relatives.  During  the  journey  the  patients  are  fed,  each 
according  to  his  prescribed  dietary  scale.  In  fact,  every- 
thing is  done  for  them  while  in  the  train.  No  stops  are 
made  except  for  gas  and  water  or  railway  l-cquircments 
when  they  arise.  Owing  to  the  pressure  on  the  railway 
systems  in  the  north  of  Scotland  the  full-sized  ambulance 
trains  do  not  as  a rule  proceed  north  of  Edinburgh. 
Cases  are  brought  as  far  south  as  Edinburgh  from  the 
north  by  a smaller  train,  a class  of  conveyance  also  found 
convenient  and  economical  for  distributing  smaller  numbers 
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|3f  cases  to  auxiliary  hospitals,  and  so  aiding  in  keeping 
the  sea  coast  hospitals  from  congestion  in  emergency. 

A full-sized  naval  ambulance  train  carries  136  cots  and 
a smaller  sized  train  40  cots  and  36  sitting  cases.  On 
routine  journeys 
only  the  number 
of  patients  which 
a train  has  cot 
aecormnod  a t i o n 
for  are  carried  as 
a rule,  so  that 
every  patient  has 
a cot  to  sleep  in 
at  night.  During 
daylight  hours 
sitting  accommo- 
dation is  provided 
for  non-cot  cases 
by  stacking  two 
cots  on  the  floor 
all  along  one  side 
of  the  coach,  a 
third  cot  being 
placed  sideways 
on  the  uppermost 
one,  and  resting 
against  the  side 
wall  of  the  coach. 

This  forms  a 
back-rest,  and  by 
this  means  very 
comfortable  sit- 
ting accommoda- 
tion is  obtained 

which  allows  the  men  to  sit  back  and  stretch  their  legs, 
without  interfering  with  or  being  disturbed  by  the  ordinary 
traffic  through  the  coach.  Washable  canvas  covers  are 
supplied  for  use  when  cots  are  thus  stacked  to  keep  them 
from  being  soiled.  At  night  the  cots  are  slung  in  position 
and  the  coach  transformed  into  a dormitory. 

All  the  trains  are  self  contained  and,  when  in  motion, 
self-supporting,  carrying  everything  in  the  way  of  pro- 
visions, stores,  and  so  forth,  likely  to  be  required  on  the 
journey. 

The  staff  consists  of  two  medical  officers  and  thirty- 
six  men,  including  cooks,  clerks — all  Auxiliary  Sick  Berth 
Reserve  ratings 
— who  live  in 
the  train  con- 
tinuously. In 
fact,  the  trains 
are  practically 
commissioned 
like  ships  and 
worked  as  such 
in  the  way  of 
duty,  regular 
sea  watches 
being  kept  day 
and  night.  For 
ordinary  routine 
journeys  nursing 
sisters  are  not 
carried,  but  a 
cabin  is  set  apart 
for  two  in  each 
train  for  use 
when  required, 
as  after  a naval 
engagement  or 
when  any  cases 
calling  for  their 
presence  are 
being  trans- 
ported. The 
nursing  itself 
is  done,  as  in  the 
navy  afloat,  by  trained  male  Sick  Berth  ratings. 

An  interesting  feature  of  the  large  naval  ambulance  trains 
is  what  is  known  as  the  “Day  Coach.”-  It  is  fitted  along 
the  sides  with  sections  of  flap  tables,  lifting  upwar-ds,  at  which 
non-cot  cases  can  sit  and  have  their  meals  or  do  anything 
else.  Under  these  tables  is  a row  of  wash-basins  connected 
with  water  supply.  These  are  for  use  after  a night  journey 


or  as  required,  and  become  available  by  lifting  up  the  flap 
table.  At  one  end  of  each  of  these  coaches  two  padded 
rooms  are  fitted  for  the  more  violent  mental  cases. 

A small  dressing  station  supplied  with  instruments  and 

drugs  is  also 
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Fig.  19. — Sitting  accommodation,  ambulance  train 


Fig.  20. — Day  Coach,  ambulance  train 


been  arranged,  on 
the  assumption 
that  a case  likely 
to  require  opera- 
tion would  not  be 
travelling,  and 
also,  if  such  a 
case  were  en- 
countered, opera- 
tive measures 
would  probably 
have  to  be  ap- 
plied at  the  cot 
side — time  would 
not  permit  of  the 
case  being  taken  to  the  “theatre”;  or,  alternatively,  the 
patient  would  be  landed  at  the  first  opportunity. 

A portable  electric  signalling  device  is  fitted  at  each  end 
of  the  train  and  coupled  up  with  the  engine,  so  that  com- 
munication can  be  made  with  the  driver  by  means  of  a code 
of  signals  with  reference  to  speed,  heating,  etc.  The  prin- 
cipal parts  of  the  train  are  connected  by  intercommunicating 
telephone.  The  trains  are  lighted  by  electricity — dynamo 
while  running  and  accumulator  when  at  rest.  Electric 
fans  are  fitted  where  requisite,  and  portable  lights  are 
arranged  for  in  all  the  ward  coaches.  Gas  is  used  for 
cooking  only,  and  is  carried  under  the  kitchen  cars 

and  one  car  ad- 
jo  i n i n g each 
kitchen,  the 
cylinders  being 
coupled  up  to- 
gether; thus  the 
danger  of  fire  is 
reduced  to  a mini- 
mum. Heating  of 
the  coaches  is  by 
steam  from  the 
engine,  carried  in 
overhead  pipes 
suspended  from 
the  roof.  While 
running  the  in- 
ternal air  current 
circulates  the 
heat  very  evenly, 
and  at  the  same 
time  the  floor 
space  is  clear  of 
any  obstacle 
which  might  get 
in  the  way  of  a 
bearer  party 
while  handling  a 
cot.  Sanitary 
arrangements  are 
ample — about  10 
per  cent,  of  the 
carrying  capacity  of  each  train,  and  consist  of  water-sealed 
pans.  Arrangements  are  made  for  “ trapping  ” these  while 
trains  come  to  a halt  for  any  length  of  time.  Large  storage 
capacity  for  water,  domestic  and  sanitary,  is  suppled  to 
each  train.  For  administrative  purposes  a small  office  is 
fitted  up  centrally  in  the  train,  and  contains  typewriter, 
safe,  and  the  usual  office  furniture. 
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It  is  not  possible  in  ayfew  pages  to  do  full  justice  to  the 
developments  of  British  surgery  during  the  war,  but  it  is 
reasonable  to  place  the  more  salient  facts  on  record,  and  to 
summarize,  however  briefly,  the  present  position  of  surgical 
work  in  the  British  Expeditionary  Force  in  France  and 
Belgium. 

The  Regimental  Medical  Officer. 

It  is  unnecessary  to  write  at  length  on  the  work  of  the 
regimental  medical  officer,  for  his  duties  in  this  war  are 
much  the  same  as  they  have  ever  been.  He  shares  the 
dangers  common  to  the  combatant  officers  and  men,  and 
stays  with  his  battalion  or  brigade,  as  the  case  may  be. 
His  treatment  can  only  be  that  of  first  aid,  but  he  and  his 
orderlies  have  saved  innumerable  lives,  both  by  the  rescue  of 
wounded  comrades  from  dangerous  situations  and  by  careful 
rapid  transport  to  the  field  ambulance  sections  in  the 
support  line. 

The  Field  Ambulance. 

At  this,  the  “advanced  dressing  station,”  there  is  a per- 
sonnel of  two  or  three  medical  officers,  non  commissioned 
officers,  and  orderlies,  and  it  is  here  that  the  first-aid 
dressings  can  be  supplemented  by  additional  dressings 
and  by  suitable  splints,  so  as  to  ensure  a more  easy 
transit  to  tlie  “tent  section”  of  the  field  ambulance,  a 
mile  or  two  further  back. 

The  field  ambulance  has  not  needed  to  undergo  any 
very  radical  changes  during  the  war,  but  its  surgical  equip- 
ment has  been  very  greatiy  improved  and  increased,  so 
that  it  is  in  all  respects  well  supplied  for  the  performance 
of  any  urgent  operation  undertaken  for  conditions  which 
do  not  require  that  the  patients  should  be  retained  for  any 
length  of  time. 

The  following  instructions,  which  are  amongst  those 
issued  iu  all  the  “armies”  at  the  front,  will  best  indicate 
the  limitations  of  their  work: 

(1)  Only  operations  of  emergency  should  be  performed  in 
field  ambulances,  but  the  following  exceptions  must  be 
noted  : 

(a)  Completely  smashed  limbs  should  be  removed,  and 
the  patients  retained  for  at  least  a day  before  being  sent  to 
a casualty  clearing  station. 

(b)  Haemorrhage  should  beafrested  by  ligature  of  bleeding 
points  whenever  possible.  If  this  is  not  possible,  then 
plugging  or  direct  pressure  on  the  wound  itself  should  be 
resorted  to.  Patients  should  never  be  sent  down  with 
tourniquets  on  their  limbs. 

(2)  Abdominal  wounds  and  all  severe  cases  requiring  early 
treatment  at  a casualty  clearing  station  should  be  sent  there 
by  a special  motor  ambulance  direct  from  the  advanced  dressing 
station.  They  should  not  be  kept  waiting  for  the  regular 
convoys. 

A further  development  of  the  tent  section  resulted  from 
the  conditions  at  the  battle  of  the  Somme,  where,  on 
account  of  the  small  area  and  the  few  good  roads,  “corps 
dressing  stations  ” were  created  by  joining  up  some 
members  of  the  staffs  of  various  field  ambulances,  so  as 
to  supply  tent  accommodation  for  a thousand  or  more 
wounded,  with  a staff  of  about  thirty  medical  officers.  A 
unit  such  as  this  performed  the  duties  ordinarily  per- 
formed by  several  separate  field  ambulances,  and  proved 
very  successful  as  well  as  economical  in  medical  officers 
and  orderlies. 

Motor  A mbulances. 

It  is  unnecessary  to  write  much  on  a subject  which  is 
already  thoroughly  well  known  to  all,  but  it  is  the  supply 
of  motor  ambulances  aloue  that  has  enabled  us  to  deal 
adequately  with  the  surgery  at  the  front.  One  aspect 
of  this  subject,  however,  is  very  commonly  overlooked, 
namely,  the  use  of  motor  transport  in  saving  the  wounded 
from  capture,  for  there  can  be  no  doubt  that,  had  motor 
ambulances  been  supplied  in  large  numbers,  the  tale  of 
British  prisoners  after  Mons  and  Le  Gateau  would  have 
beeu  very  small.  The  first  complete  convoy  came  to  the 
front  in  the  middle  of  October,  and  at  the  first  battle  of 
Ypres  was  of  the  utmost  possible  value,  both  in  getting 


patients  quickly  to  the  casualty  clearing  stations  and  also 
in  saving  wounded  from  falling  into  tlie  hands  of  the  enemy 
during  our  retirement  to  the  ground  we  subsequently  held 

Without  the  motor  ambulance  the  whole  system  would 
break  down,  for  no  horsed  vehicles  could  possibly  deal  with 
the  numbers  of  a heavy  tight  unless  they  were  so  numerous 
that  they  would  practically  block  the  roads  for  all  other 
transport,  and  even  then  their  slowness  would  result  in  such 
delays  iu  delivery  that  surgery  would  be  of  little  use.  In 
addition,  the  well  hung  and  well  driven  motor  causes  the 
patient  infinitely  less  distress  than  the  old  ambulance  wagon, 
and  so  delivers  him  in  a much  better  condition  for  recovery. 

The  Question  of  Time. 

This  is  a matter  of  so  much  importance  to  surgery  that 
it  is  well  to  explain  the  time  that  is  required  to  take  a 
patient  from  the  front  trenches  to  the  casualty  clearing 
station.  It  is,  in  the  first  place,  not  sufficiently  realized 
that  the  chief  cause  of  delay,  if  it  occurs,  is  “ the  enemy," 
for  there  have  often  been,  and  there  still  are,  localities 
from  which  the  wounded  can  only  be  moved  undercover 
of  darkness,  so  that  a man  may  have  to  be  kept  in  a dug- 
out  the  whole  of  a long  summer’s  day  before  he  cau  be 
carried  to  the  rear.  Again,  iu  the  desert  of  mud  behind 
the  firing  line  on  the  Somme  stretcher-bearers  sometimes 
took  hours  to  carry  a wounded  man  at  night  for  seviiTal 
miles  to  the  nearest  point  to  which,  iu  the  absence  of  all 
roads,  an  ambulance  wagon  could  approach.  In  yet  other 
cases  men  lie  out  in  the  open  ground  on  the  so-called 
“ No  Man's  Land  ” for  many  hours,  or  even  for  several 
days,  before  they  are  rescued.  But  supposing  that  none  of 
these  difficulties  exist,  the  time  occupied  is  very  short,  for, 
if  communication  trenches  are  good,  and  if  a man  is 
able  to  walk,  lie  will  often  get  to  the  advanced  sections 
of  the  nearest  field  ambulance  within  an  hour.  If  the 
communication  trench  is  long  and  muddy,  it  may  take 
twice  that  time.  If  he  has  to  be  carried  it  may  take 
another  half-hour  or  more,  but  as  soon  as  he  has  got  to  a 
good  road  another  hour  will  see  him  safely  delivered  to 
the  place  where  his  injuries  can  be  thoroughly  treated  and 
where  he  can  be  well  nursed  under  excellent  conditions. 

All  this  is  comparatively  simple  if  no  great  battle  is  iu 
progress;  and  as  great  battles  occur  at  infrequent  intervals, 
it  is  evident  that  iu  most  parts  of  the  line  of  trenches 
evacuation  is  easy  and  rapid  except  for  unusual  local 
conditions.  But  in  very  heavy  fighting,  and  especially 
when  troops  are  advancing,  it  is  often  impossible  to  find 
sufficient  stretcher-bearers  in  proportion  to  the  great 
numbers  of  wounded,  for  only  a limited  number  are 
attached  to  each  regiment,  and  it  is  therefore  uecessarily 
true  that  the  greater  the  number  of  the  wounded  who 
have  to  be  carried,  the  longer  must  it  be  before  the  last  of 
them  can  be  brought  in.  No  work  is  heavier  than  stretcher 
carrying  for  long  distances  and  on  difficult  ground ; and  as 
men  become  exhausted  their  pace  becomes  slower,  and 
they  are  obliged  to  rest  at  more  frequent  intervals.  But 
even  when  all  difficulties  have  been  surmounted  and  the 
patients  have  arrived  at  the  tent  sections  of  a field  ambu- 
lauee,  there  are  many  who  are  too  much  exhausted  for 
further  immediate  moving;  and  while  the  staff  may  have 
their  hands  full  with  dressing  the  wounded,  they  have  also 
to  care  for  tlie  needs  of  the  many  men  who  need  to  be 
rested,  fed,  and  warmed.  While  they  ate  thus  engaged  on 
these  patients,  all  those  who  require  urgent  treatment  by 
operation  have  been  taken  direct  to  the  casualty  clearing 
stations,  and  thus  have  avoided  delay. 

The  speed  with  which  even  patients  who  have  to  be 
carried  can  be  brought  in  is  best  shown  by  taking  the  case 
of  a consecutive  series  of  abdominal  wounds  at  one  of  the 
more  advanced  units.  The  following  are  the  figures,  and 
they  show  both  how  quickly  men  can  be  brought  in  when 
there  are  no  unusuai  difficulties,  and  also  how  long  it 
may  be  before  a man  can  be  rescued  when  an  attack  has 
been  temporarily  driven  back. 
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The  Casualty  Clearing  Stations. 

The  development  of  the  casualty  clearing  stations  has 
been  the  most  important  factor  in  the  creation  of  a new 
school  of  surgery  at  the  front,  and  it  is  not  too  much  to 
say  that  they  have  saved  many  thousands  of  lives  which 
would  have  been  lost  but  for  the  surgical  opportunities 
which  they  have  provided. 

Before  the  war  the  “ C.C.S.’s,”  as  they  may  be  named 
for  brevity,  appeared  only  on  paper  and  as  untried  units, 
for  they  did  not  exist  at  the  time  of  the  South  African 
war.  They  were  originally  called  “ clearing  hospitals,” 
and  their  proposed  function  was  merely  to  clear  the 
field  ambulances 
and  pass  the 
patients  on  to  the 
base  hospitals. 

Their  equipment, 
therefore,  was  only 
very  slight,  and 
their  staff  of  eight 
officers,  including 
the  command  officer 
and  the  quarter- 
master, was  less 
than  the  staff  of  a 
field  ambulance. 

They  carried  200 
stretchers,  and  were 
supposed  to  be  able 
to  deal  with  the 
same  number  of 
patients. 

It  is  not  neces- 
sary to  enter  into 
details  to  show  how 
the  six  casualty 
clearing  stations, 
which  came  with 
the  original  Ex- 
peditionary Force, 
were  overtaxed,  for, 
in  spite  of  this,  it 
became  very  evident 
during  the  first 
battle  of  Ypres  that  the  casualty  clearing  stations  might 
well  be  made  the  nucleus  around  which  to  build  an  efficient 
organization  for  much  more  complete  surgical  treatment 
than  had  been  contemplated  when  they  were  first  planned. 
The  first  change  was  the  supply  of  bedsteads  and  bedding 
and  the  appointment  of  trained  nurses ; the  next  was  the 
addition  of  more  surgical  equipment  in  the  way  of  instru- 
ments, splints,  sterilizing  apparatus,  etc.  The  selection  of 
special  surgeons  was  a natural  consequence,  and  before  the 
end  of  the  year  1914  good  surgical  work  was  being  done 
at  eight  centres.  Since  that  time  there  has  been  further 
development  and  progress,  and  by  the  end  of  1916  more 
than  fifty  casualty  clearing  stations  were  at  work. 

These  hospitals,  for  such  we  can  call  them,  are  situated 
behind  the  line  of  trenches  along  the  entire  front,  and 
certain  local  conditions  are  essential  for  the  success  of 
their  work.  First,  they  must  be  at  or  near  to  railway 
sidings,  so  that  evacuation  by  train  is  easy.  Secondly, 
they  must  be  where  good  roads  can  connect  them 
with  the  front.  Thirdly,  they  must  have  a good  water 
supply. 

They  are  arranged  in  practically  two  series  : (1)  Those 
nearest  the  front  are  at  a distance  of  from  six  to  nine 
miles  from  the  front  trenches ; (2)  those  of  the  second  line 
are  from  three  to  six  miles  further  back,  and  act  as  a 
reserve  during  active  operations,  or  as  units  for  special 
cases  during  quieter  times. 


Fig.  1. — Interior  of  regimental  aid  post. 


The  casualty  clearing  stations  vary  greatly  in  their 
accommodation,  according  to  the  size  of  the  buildings  they 
may  occupy,  or  to  the  amount  of  ground  available  for  huts 
or  tents  when  they  are  encamped.  The  smallest  accommo- 
date 400  to  500,  and  the  largest  from  800  to  1,200.  Their 
staff  is  reinforced,  as  may  be  required,  from  other  casualty 
clearing  stations  less  actively  employed,  and  from  the 
staffs  of  the  field  ambulances. 

Wherever  possible  the  casualty  clearing  stations  at  the 
front  are  linked  in  pairs,  and  take  in  the  wounded  alter- 
nately. In  this  way  it  can  be  arranged  that,  after  admitting 
as  many  as  can  be  adequately  treated,  the  wounded  are 
diverted  to  the  other  casualty  clearing  station,  and  the 
staff  is  left  free  to  treat  those  they  have  admitted,  without 
being  disturbed  by  fresh  arrivals. 

Operating  Theatres. 

When  a casualty  clearing  station  is  housed  in  buildings 
these  theatres  must,  of  course,  vary  in  size  with  the  accom- 
modation afforded.  In  the  hutted  or  tented  hospitals, 
however,  which  are  the  most  numerous,  the  operating 
theatre  is  a hut  about  60  ft.  by  20  ft.,  giving  space  for  four 
tables,  and  for  sterilizing  and  store  rooms.  Large  theatres 
are  essential  in  dealing  with  large  numbers. 

The  Treatment  of 
Wounds  in  the 
Casualty  Clear- 
ing Stations. 

It  is  the  object 
of  every  casualty 
clearing  station  to 
treat  and  retain  all 
patients  until  they 
can  be  safely  sent 
down  by  ambulance 
train.  In  times  of 
comparative  quiet 
there  is  no  diffi- 
culty in  attaining 
this  ideal,  and  con- 
sequently, what- 
ever standard  of 
treatment  is  re- 
quired from  the 
surgical  standpoint 
can  ordinarily  be 
attained.  In  times 
of  heavy  fighting, 
and  especially  when 
there  is  the  cer- 
tainty that  many 
more  wounded  will 
arrive  during 
periods  extending 
over  days  or  weeks, 
it  is  evident  that  the  provision  of  empty  beds  necessi- 
tates sending  patients  away  who  might,  with  advantage, 
be  retained  a little  longer.  This  pressure,  however, 
does  not  prevent  the  performance  of  all  really  necessary 
operations,  and  these  are  now  always  performed.  If 
the  requirements  of  our  army  did  not  place  a limit 
on  the  number  of  surgeons,  nurses,  orderlies  and  patients 
who  can  be  retained  in  close  proximity  to  the  fight- 
ing line,  there  would  be  no  reason  why  all  patients 
should  not  be  kept  near  the  front,  but  it  must  be 
clearly  appreciated  both  that  there  is  this  limit  in 
every  war,  and  also  that  casualty  clearing  stations  are 
maintained  everywhere  in  as  great  numbers  as  the  military 
authorities  can  permit.  It  must  also  be  remembered  that 
if  many  hundreds  of  patients  were  kept  in  every  casualty 
clearing  station  the  staff  of  nurses  and  orderlies  would  be 
so  much  occupied  in  dressing  and  caring  for  them  that 
they  would  not  be  free  to  attend  to  the  wants  of  the 
recently  wounded  men  coming  in  convoys  from  the  field 
ambulances. 

For  more  than  two  years  it  has  been  the  deliberate 
policy  of  the  British  Army  Medical  Service  to  make  the 
casualty  clearing  station  the  chief  place  for  the  treatment 
by  operation  of  the  dangerously  wounded  man  who  requires 
prompt  treatment,  rather  than  the  field  ambulances.  The 
latter  is  too  mobile  and  too  frequently  moved  a unit  to  be 
thoroughly  well  equipped  surgically,  and,  in  addition,  it 
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has  been  proved  to  be  much  better  to  move  a patient  before 
an  operation  to  a place  where  lie  can  be  kept  and  nursed 
for  several  days  rather  than  to  move  him  directly  after  he 
lias  been  operated  upon. 

Dressing  and  Distribution  of  the  Woiut  led  at  a Casualty 
Charing  Station. 

It  is  now  the  custom  of  all  casualty  clearing  stations  to 
dress  their  patients  in  large  reception  huts  or  tents  as  soon 
as  they  arrive,  and  to  distribute  them  from  this  place  in 
tlirec  classes:  (1)  For  immediate  evacuation;  (2)  for  re- 
tention; (3 1 for  operation.  In  the  first  class  are  included 
chiefly  the  slightly  wounded.  In  the  second  class  are 
patients  suffering  from  shock,  from  the  effects  of  bleeding, 
from  wounds  of  the  lung,  from  exposure  to  cold,  etc.  I11 
the  third  ciass  are  all  serious  wounds  of  the  soft  tissues 
which  require  thorough  dressing,  and  especially  lacerated 
wounds  due  to  shells  and  bombs;  most  fractures ; many 
injuries  of  vessels;  all  perforating  abdominal  wounds,  etc. 

The  proportion  of  cases  requiring  operations  to  the 
whole  number  of  wounded  will  depend  on  many  conditions 
— for  example,  the  larger  the  proportion  of  shell  wounds  to 
bullet  wounds  the  larger  is  the  number  requiring  opera- 
tion, and  if  a train  is  waiting  to  go  to  the  base,  men  may 
be  sent  by  it  who  would  require  operation  if  they  had  to 
be  kept  for  thirty-six  hours.  But  it  may  be  stated  iu 
general  terms  that  the  proportion  of  patients  treated  under 
anaesthetics  may  be  as  high  as  one  in  four,  but  is  more 
ofteu  about  one  in  six. 

The  following  table,  compiled  by  Captain  Hey,  who  is 
the  Surgical  Specialist  at  one  of  the  forward  casualty 
clearing  stations,  will  give  a very  good  idea  of  the 
operating  work  of  a particular  unit,  and  it  includes  a 
period  of  heavy  fighting  during  a recent  battle  : 


Table 

of  Operations  Performed  at  a 

Casually  Clearing  Station. 

A. 

Ligature  of  arteries : 
Carotid 

...  5 

Vertebral 

...  2 

Subclavian  ... 

...  2 

Axillary 

...  15 

Brachial 

...  39 

Radial 

...  18 

Ulnar 

...  8 

Ext.  iliac 

...  2 

Femoral 

...  51 

Popliteal 

...  31 

Ant.  tibial 

...  16 

Post,  tibial  ... 

...  58 

Various 

...  30 

13. 

For  treatment  of  fractures  : 
Skull  

277 
...  189 

Vertebrae 

...  18 

Humerus 

...  298 

Forearm 

...  133 

Femur 

...  299 

Leg  ... 

...  309 

•Jaws 

...  38 

• 

Various 

...  119 

C. 

For  treatment  of  joints: 
Knee 

1,403 
...  183 

Other  joints  ... 

...  64 

D. 

Amputations : 
Shoulder  joint 

247 
...  14 

Upper  arm  ... 

...  77 

Forearm 

...  31 

Thigh 

...  186 

Knee... 

...  10 

Leg  ... 

...  76 

Ankle 

...  6 

Various 

...  31 

E. 

For  drainage  of  pleura 

431 
...  49 

F. 

For  wounds  of  the  abdomen 

...  106 

G. 

Removal  of  testis 

...  33 

H. 

For  ruptured  urethra 

...  9 

J. 

Enucleation  of  eye  ... 

...  43 

K. 

Plastic  operations 

...  33 

L. 

Tracheotomy... 

... 

...  17 

280 

Excision  and  cleansing  of  wounds  : 
Head  and  neck 

...  95 

Trunk  

...  309 

Upper  limb  ... 

...  249 

Lower  limb  ... 

...  765 

Multiple 

...  398 

1816 

For  conditions  not  due  to  gunshot  wounds  : 
Appendicitis... 

...  34 

Strangulated  hernia  ... 

...  1 

Cellulitis 

...  53 

Various 

...  13 

101 

It  will  be  seen  that  the  total  number  of  operations  per- 
formed for  gunshot  wounds  amounts  to  4,554,  and  the 
total  number  of  wounded  admitted  during  the  period  in 
question  was  20,589  in  this  particular  unit.  It  will  be 
noticed  that  a very  large  majority  of  the  operations  were 
for  fractures  of  the  limbs  and  wounds  of  the  soft  tissues 
which  required  complete  surgical  clearing.  The  proportion 
of  abdominal  operations  would  have  been  higher  but  for 
the  fact  that  an  “ advanced  operating  centro  ” was  near  at 
hand,  and  took  charge  of  many  cases  of  this  class. 

During  heavy  fighting,  operating  work  such  as  the 
above  goes  on  continuously  day  aud  night,  and  conse- 
quently necessitates  relays  of  surgeons,  nurses,  and 
orderlies.  The  work  is  exceedingly  trying,  and  it  must  be 
reckoned  on  that  not  a few  of  the  staff  will  be  more  or  less 
knocked  up  after  three  or  four  weeks  of  it.  But  it  is  also 
quite  certain  that  the  early  aud  thorough  treatment  of  a 
very  large  proportion  of  all  wounds  has  done  more  than 
anything  else  to  save  both  much  suffering  and  many  lives. 

Advanced  Operating  Centres. 

It  has  sometimes  been  found  that  difficulties  of  locality 
have  prevented  the  placing  of  so  large  a unit  as  a casualty 
clearing  station  exactly  where  its  position  should  have  been 
when  heavy  fighting  has  been  expected,  and  in  such  cases  a 
smaller  unit  has  been  placed  so  as  to  deal  with  the  most 
urgent  cases,  and  especially  with  those  which  required 
prompt  operation.  These  small  special  hospitals  of  fifty  to 
sixty  beds  have  done  excellent  work,  and  a very  large  pro- 
portion of  their  cases  have  been  abdominal  wounds.  The 
large  number  of  the  casualty  clearing  stations  has  prevented 
any  necessity  for  creating  many  such  units,  for  the  casualty 
clearing  stations  are  usually  as  well  placed  as  is 
the  special  hospital,  and  the  greater  number  of  all  the 
abdominal  operations  have  been  performed  in  them. 

Special  Hospitals. 

Special  Hospitals  for  Head  Cases. 

Operations  for  wounds  of  the  head  are  dealt  with  in  a 
subsequent  section,  and  all  that  need  be  said  here  is  that 
it  has  been  found  advisable  to  retain  a considerable 
number  of  these  cases  near  the  front  either  in  stationary 
or  general  hospitals,  or  else  in  a casualty  clearing  station 
of  the  reserve.  They  do  not  need  the  immediate  opera- 
tions required  for  abdominal  cases,  aud  are  consequently 
provided  for  further  back. 

Special  Hospitals  for  Shell  Shock. 

It  is  very  desirable  to  remove  such  cases  from  the 
sound  of  shelling,  and,  as  they  require  special  treatment 
for  some  time,  they  also  are  dealt  with  iu  the  rear  of  the 
front  line  of  casualty  clearing  stations. 

Special  Hospitals  for  Diseases  of  the  Skin. 

These  deal  mainly,  but  not  exclusively,  with  scabies, 
and  the  work  is  usually  undertaken  by  the  casualty 
clearing  stations  of  the  second  line. 

Stationary  Hospitals  at  the  Front. 

A few  of  these  units,  which  normally  belong  to  the  line 
of  communication,  also  find  a place  at  the  front.  So  much 
of  the  work  which  would  previously  have  been  done  in 
them  is  now  performed  by  the  casualty  clearing  stations 
that,  in  proportion  as  the  latter  have  increased,  the 
need  for  the  stationary  hospitals  has  diminished.  Those 
that  are  at  the  front  are  commonly  engaged  more  in 
the  treatment  of  the  sick  than  of  the  wounded,  or  else  in 
treating  some  special  class  of  case,  such  as  injuries  of 
the  head  or  shell  shock. 
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X Rays. 

At  the  beginning  of  the  war  x rays  were  not  supplied 
at  the  front,  but,  coincidently  with  the  development  of 
operating  work  in  the  casualty  clearing  stations,  the  need 
of  these  became  apparent.  At  first  mobile  x-ray  vans  were 
supplied,  but,  as  demands  for  these  increased,  it  became 
necessary  to  supply  stationary  plants  as  well,  more  espe- 
cially to  those  casualty  clearing  stations  to  whose  share  it 
fell  to  do  most  of  the  operations  ; and,  not  only  have  x rays 
been  of  great  service  in  guiding  the  operator,  but  in  many 
of  the  abdominal  wounds  where  the  missile  has  been  re- 
tained they  have  been  of  the  greatest  service  to  the  surgeon 
in  deciding  whether  or  no  operation  should  be  done  at  all. 
In  many  other  cases,  such  as  some  of  the  wounds  of  the 
head  or  of  the  knee-joint,  it  has  been  found  better  not  to 
undertake  an  operation  without  a preliminary  x-ray  exami- 
nation, so  that  in  the  present  stage  of  development  of 
surgery  at  the  front  the  x-ray  plant  has  become  essential 
for  the  work  of  the  casualty  clearing  stations. 

Anaesthetics. 

At  the  beginning  of  the  war  chloroform  was  in  general 
use,  but  it  was  evident  that  there  were  many  objections  to 
its  universal  application, 
and  other  agents  were 
soon  employed  as  well. 

Ether  has  been  largely 
used,  and  was  formerly 
administered  by  the  open 
method,  but  experience 
has  shown  that  it  is 
often  inadvisable  to  use 
it  thus  because  of  its  ten- 
dency to  irritate  the  air 
passages.  For  at  least  six 
mohtlis  of  the  year  the 
men  who  are  exposed  to 
the  wet  and  cold  in  the 
trench  area  are  suffering 
in  very  large  numbers 
from  catarrhs  of  varying 
degrees  of  severity,  and 
in  many  of  them  these 
are  accentuated  by  the 
further  exposure  which 
follows  on  a wound,  espe- 
cially when  a man  falls 
or  lies  in  mud  or  water. 

The  result  is  that  the 
administration  of  any 
anaesthetic  commonly  sets 
up  so  much  bronchial  irri: 
tation  that  the  patient’s 
life  is  endangered  by  an 
attack  of  bronchitis  or 
bronchopneumonia.  These 
complications  are  specially 
dangerous  in  cases  of 
abdominal  wounds  where 
abdominal  respiration  is 
difficult  and  where  coughing  up  of  mucus  is  often  impossible 
because  of  pain  or  intestinal  distension.  It  is  indeed  a 
fact  that  a very  large  proportion  of  all  the  deaths  follow- 
ing abdominal  wounds  and  operations  are  due  to  lung 
complications,  and  these  injuries  are  at  least  twice  as 
fatal  in  the  winter  as  in  the  summer. 

Dr.  Shipway’s  apparatus  for  the  administration  of  warm 
ether  vapour  has  been  of  the  greatest  value  under  those 
circumstances,  and  it  is  in  common  use  in  all  the  clearing 
stations.  We  have  found  that  it  possesses  the  following 
advantages : 

1.  There  is  very  little  secretion  of  mucus  or  saliva,  and 
the  patient  is  very  quiet  during  the  operation. 

2.  There  is  less  sickness,  probably  because  of  the 
lessened  quantity  of  mucus  swallowed. 

3.  There  is  much  less  tendency  to  bronchitis  and 
pneumonia. 

4.  The  ether  used  is  not  more  than  one-tliird  of  that 
employed  by  the  open  method,  and,  as  a consequence,  it 
bulks  less  largely  in  transport. 

5.  Patients  suffering  from  shock  or  haemorrhage  can  be 
pulled  through  an  operation  with  less  collapse  than  by 
other  methods. 
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6.  It  can  be  connected  with  an  oxygen  cylinder,  and  the 
ether  vapour  can  be  administered  in  combination  with 
oxygen  in  cases  of  shock. 

The  subject  of  the  administration  of  anaesthetics  at  the 
front  is  decribed  more  fully  in  the  paper  by  Captain 
Geoffrey  Marshall  printed  on  a later  page. 

The  Use  of  Antiseptics. 

It  may  be  stated  in  general  terms  that  it  is  the  custom 
at  the  front  to  use  antiseptics  in  the  treatment  of  wounds, 
both  at  the  field  ambulances  and  the  casualty  clearing 
stations.  No  attempt  is  made  to  use  antiseptic  agents  to 
disinfect  the  wounds  on  the  field  at  the  time  of  injury,  for 
all  who  know  the  character  of  the  wounds  and  the  condi- 
tions of  the  wounded  men,  are  agreed  as  to  the  complete 
futility  of  all  such  efforts,  even  if  this  had  not  been  com- 
pletely demonstrated  during  this  war.  But  experience 
lias  also  shown  that  in  France  and  Belgium  the  wounds 
are  so  heavily  infected  from  the  soil  that  it  is  most 
necessary  in  all  but  the  smallest  wounds  to  excise  very 
freely  all  the  exposed  and  torn  tissues  which  have  been 
killed  or  else  partially  devitalized  by  the  injury,  and 
which  are  ingrained  with  dirt  or  portions  of  clothing.  If 

this  treatment  is  not 
carried  out  very  thoroughly 
and  carefully,  and  if  free 
drainage  is  not  secured, 
the  gravest  forms  of  sepsis 
may  commence  in  serious 
wounds  in  a very  few 
hours.  It  is  common  ex- 
perience that  if  a badly 
wounded  man  cannot  be 
rescued  and  brought  into 
the  field  ambulance  until 
after  the  lapse  of  twenty- 
four  or  thirty-six  hours, 
the  wound  is  often  already 
so  badly  infected  and  the 
patient  himself  is  in  so 
toxic  a state  that  surgical 
treatment  has  but  little 
chance.  It  may  be  said 
truly  that  the  most  im- 
portant alteration  in  treat- 
ment since  the  early  days 
of  the  war  is  that  excision 
of  damaged  tissue  has 
become  the  routine  method 
and  that  the  earlier  it  is 
carried  out  the  more  likely 
it  is  to  be  successful. 

“ Eusol  ” and  “ Dakin's 
Fluid." 

Very  many  antiseptic 
agents  have  been  employed, 
and  there  is  naturally  some 
diversity  of  opinion  as 
to  which  is  the  best. 
There  is  no  doubt,  however,  that  at  the  present  time 
hypoclilorous  acid  in  the  form  known  as  “ eusol,”  or 
the  hypochlorite  of  soda  in  the  solution  known  as 
*•  Dakin’s  fluid,”  are  more  extensively  used  than  any 
others.  The  method  of  Dr.  Carrel  has  been  increasingly 
employed  for  the  past  year,  and  wounds  treated  in  this 
way  have  done  exceptionally  well,  although  it  is  not 
always  possible  to  enqiloy  the  method  universally  at 
a time  when  the  wounded  are  in  very  great  numbers. 
At  other  times  there  is  no  difficulty,  and  in  order  to  estab- 
lish continuity  of  treatment  Dr.  Carrel’s  method  is  freely 
employed  on  every  ambulance  train  taking  wounded  to 
the  base  hospitals. 

Hydrogen  Peroxide. 

This  is  not  highly  esteemed  as  a potent  antiseptic,  but  it 
is  of  great  service  in  loosening  adherent  dressings,  and  so 
preventing  pain  and  injury  to  the  soft  tissues  by  forcible 
separation  of  gauze  or  wool. 

Carbolic  Acid. 

At  an  early  stage  of  the  war,  and  in  consequence  of 
representations  made  by  surgeons  in  England,  attempts 


Fig.  2.— Handling  a stretcher  round  a corner  of  communication 
trench. 
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were  made  to  sterilize  recent  wounds  by  pure  carbolic 
acid.  They  entirely  failed  to  achieve  this  object,  but 
solutions  of  a strength  of  1 in  20  or  1 in  40  are  in  common 
use,  and  many  surgeons  have  had  a very  favourable  experi- 
ence in  using 


equal  parts  of 
solutions  o f 
carbolic  acid 
and  hydrogen 
peroxide. 


wounded  men  there  may  have  been  much  bleeding,  ex- 
posure to  cold,  want  of  sleep,  or  want  of  food.  If  to  these 
are  added  severe  pain  and  the  exhaustion  due  to  a 
hazardous  journey  over  broken  roads,  it  is  easy  to  appre- 
ciate that  very 


Sodium  Chlo- 
ride. 

The  hyper- 
tonic salt  solu- 
tion has  not 
proved  suc- 
cessful at  the 
front,  and  at 
the  present 
time  is  hardly 
used  at  all. 

The  wounds 
treated  by  it 
were  usually 
very  slow  in 
healing,  and 
the  granula- 
tions were 
generally  pale, 
flabby,  and 
much  over- 
grown. There 
has  also  been 
a good  deal  of 
evidence  to 
show  that 

secondary  haemorrhage  is  not  nearly  so  frequent  an 
occurrence  since  hypertonic  saline  has  been  displaced  by 
other  antiseptics.  This  is  not  at  all  surprising  when  it  is 
considered  that  rapid  cicatrization  is  the  best  safeguard 
against  this  complication. 

The  salt  pack  largely  used  at  Rouen  is  also  to  a great 
extent  supplanted  by  the  employment  of  “ eusol  ” and 
“ Dakin’s  fluid.”  It  is,  however,  at  the  front  a useful 
method  of  treatment  of  large  open  wounds  in  patients 
who  are  in  transit  by  train.  It  does  not  need  to  be 
disturbed  for 


Fig.  3. — Advanced  dressing  station  of  field  ambulance 


several  days,  and 
when  there  are 
large  numbers  of 
wounded  to  dress 
this  is  a very 
great  advantage. 


turbed 

time. 


B.I.P. 

The  mixture  of 
bismuth  subnitrate, 
iodoform,  and 
paraffin,  r e-c o m - 
mended  by  Pro- 
fessor Rutherford 
Morison  for  sup- 
purating wounds 
(B.I.P.),  has  also 
been  used  for  the 
past  few  months 
on  recent  wounds 
of  the  soft  tissues, 
and  also  in  cases 
of  fracture.  The 
results  have  been 
good,  and  encourage 
the  further  use  of 
this  remedy  at  the 
front.  The  fact 
that  the  wounds  do 
not  need  dressing 

for  several  days  gives  it  the  same  advantage  as  the  salt 
pack,  while  its  use  permits  of  an  early  closure  of  the 
wound,  and  this  is  an  additional  advantage. 


Fig.  4. — Interior  of  advanced  dressing  station. 


many  patients 
arrive  in  a 
state  border- 
ing on  col- 
lapse. Expe- 
rience  has 
shown,  as  a 
resultof  know- 
ledge of  these 
conditions, 
that  it  is  not 
possible  to 
estimate  accu- 
rately the  real 
condition  of 
the  p a ti  e n t 
until  he  has 
been  rested 
and  warmed, 
and  has  taken 
food;  and 
especially  in 
winter  time 
the  most  im 
portant  of 
these  remedial 
measures  is 
undoubtedly 
warmth.  This 
may  be  ap- 
plied by  warm 
b 1 a n k e t s 

after  the  removal  of  wet  clothes,  or  by  hot  bottles.  But  in 
more  severe  cases  we  employ  a “ light  bath  ” of  electric 
lamps  beneath  a cradle,  or  else  a “hot-air  bath”  extem- 
porized by  leading  under  the  bedclothes  a pipe  con- 
nected with  a primus  stove.  Hot  liquid  food  is  good  if 
the  patient  can  take  it,  but  he  is  often  nauseated  or 
actually  sick  in  the  worst  cases  of  shock,  and  then  small 
enemata  with  brandy  are  very  useful.  Warmth  and  rest  are, 
however,  of  more  importance  than  nourishment,  and  if  the 
patient  goes  to  sleep,  as  he  very  often  does,  it  is  best  to 

leave  him  undis- 


for some 


Shock,  and  the  Condition  of  Wounded  Men. 

The  condition  of  wounded  men  necessarily  differs  as 
wounds  are  more  or  less  severe,  but  in  even  slightly 


Primauy  Amputa- 
tions. 

Unless  a man  is 
bleeding  it  is  usual 
to  treat  him  as  has 
just  been  described 
before  any  opera- 
tion is  performed, 
but  it  is  often 
necessary  to  post- 
pone amputation 
for  as  long  as  a 
day,  or  even  two 
days,  if  the  removal 
of  the  limb  is  to  be 
done  at  the  thigh. 
Many  men  will 
survive  if  they  are 
allowed  sufficient 
time  to  get  com- 
pletely over  the 
shock  of  the  injury 
and  its  attendant 
conditions,  who 
would  certainly  die 
if  subjected  to 
immediate  opera- 
tion, and  the  more  experienced  the  surgeon  the  less  is 
he  likely  to  hurry  on  a severe  primary  amputation. 

It  is,  of  course,  evident  that  delay  in  removing  a badly 
smashed  limb  may  result  in  dangerous  sepsis,  and  there  is 
no  doubt  that  the  threat  of  gas  gangrene  may  necessitate 
operation  earlier  than  might  be  wished.  Much  must  there- 
fore of  necessity  be  left  to  the  discretion  of  the  surgeon  in 
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each  case,  and,  as  it  is  only  after  a considerable  experience 
at  the  front  that  really  sound  opinions  can  be  formed,  it  is 
very  necessary  that  those  who  have  not  had  this  experience 
should  seek  the  advice  of  those  who  have  before  a decision 
is  come  to  in  a doubtful  case. 

Other  questions  concerning  the  treatment  of  shock  and 
the  use  of  saline 
infusions  are  dealt 
with  in  Captain 
Marshall’s  com- 
munication on 
anaesthetics  at  the 
front. 

When  the  con- 
dition of  the  limb 
and  of  the  patient 
permit,  a primary 
amputation  should 
be  performed  by 
one  of  the  recognized 
methods  practised 
in  the  usual  circum- 
stances of  civilian 
surgery,  suitable 
flaps  being  provided. 

It  is,  however,  never 
right  to  neglect 
drainage  of  the 
stump,  and  this 
should  always  be 
secured  by  the  use 
of  a large  drainage 
tube,  at  any  rate  for 
a period  sufficient 
to  ensure  that  no 
serious  sepsis  exists. 

The  seat  of  amputation  has  been  much  discussed,  but  in 
our  experience  the  best  general  rule  is  that  as  much  of  the 
limb  as  possible  should  be  saved,  quite  regardless  of  the 
typical  “ seat  of  election  ” as  prescribed  in  former  years; 
primary  amputations  through  joints  are,  however,  as  a rule 
to  be  avoided. 

Departure  from  these  ideals  may  be  necessary,  either 
because  of  the  condition  of  the  patient  himself  or  of  his 

limb. 

desperately  ill  from  the  combined 


Fig.  5. — A wheeled  stretcher. 


arm  is  the  seat  of  other  severe  wounds  complicated  by  the 
presence  of  mud,  of  portions  of  shell,  or  of  clothing.  It  is 
quite  unwise  in  such  a case  to  amputate  high  up  the  limb, 
and  it  is  best  to  perform  a “ flush  amputation  ” close  above 
the  fracture,  and  again  leave  to  the  future  the  formation 
of  a useful  stump  at  a time  when  the  damaged  tissues 

have  recovered.  1 f 
this  is  not  done,  not 
only  is  the  patient 
exposed  to  more 
severe  shock  by  a 
high  amputation, 
but  his  stump  may 
slough  and  a yet 
higher  up"  removal 
may  be  necessary  if 
he  ultimately  does 
survive. 

Wound  Infections. 

It  is  well  known 
that  in  France 
wounds  are  liable  to- 
be  very  heavily  in- 
fected by  numerous 
pathogenic  organ- 
isms, and  inquiry 
from  surgeons  who 
have  had  experience 
in  other  theatres  of 
warfare  enables  us 
to  say  that,  espe- 
cially in  Egypt  and 
in  the  Dardanelles, 
the  gas  gangrene 
and  tetanus  infec- 
common  than  they 


less 


are  in 


tions  were  notably  much 
F ranee. 

While  no  time  of  year  or  condition  of  weather  brings 
immunity,  it  is  very  evident  that  wet  weather  and  mud  are 
far  more  dangerous  than  summer  weather  and  dust ; and 
this  danger  is  much  increased  when  patients  are  wounded 
in  very  cold  weather  and  are  thoroughly  chilled  before 


his  they  can  be  brought  in. 


If  the  patient  is 
effects  of  loss  of 
blood  and  other 
complications  his 
condition  may  be 
such  that  the  addi- 
tional shock  of  a 
high  amputation 
may  be  quickly  and 
inevitably  fatal. 

In  a pulseless 
patient  who  has  a 
numbed  and  still 
oozing  limb  the  best 
thing  is  to  remove 
it  as  quickly  as 
possible  by  cutting 
through  the  soft 
tissues  at  the  site 
of  fracture,  sub- 
sequently clipping 
away  torn  and 
ragged  tissues  and 
tying  the  main 
vessels. 

Not  more  than 
ten  minutes  need  be 
spent  on  such  an 
operation,  and,  if  it 
is  conducted  under 
the  influence  of  gas 
and  oxygen  anaesthesia,  many  apparently  hopeless  cases 
can  be  saved,  for  there  is  very  much  less  shock  than 
would  be  entailed  by  either  a longer  operation  or  by  the 
cutting  though  healthy  and  sensitive  skin  and  muscle 
higher  up  the  limb.  In  such  a case  the  making  of  a 
suitable  stump  must  be  left  to  a future  time. 

In  another  class  of  case  the  leg  or  the  forearm  may  be 
smashed  beyond  recovery,  while  the  thigh  or  the  upper 


that  the  coldness  and 
severe  haemorrhage  have  a similar 


Most  surgeons  are  also  agreed, 
owering  of  vitality  caused  by 


Fig.  6.  — To  show  liow  compact  the  wheeled  stretchers  are  when  closed. 


predisposing  effect  on 
microbic  infection, 
and  it  will  be  found 
that  wmunded  men 
are  attacked  by 
tetanus  and  gas  gan- 
grene in  proportion 
as  the  various  condi- 
tions exist  which 
are  inimical  to  the 
human  organism. 
It  has  also  been 
noted  that  gas  gan- 
grene has  often 
affected  wounds  in 
patients  who  have 
subsequently  de- 
veloped tetanus  also. 


GAS  GANGRENE. 

This  disease  ap- 
peared very  early  in 
the  war  and  was  a 
very  unpleasant  sur- 
prise to  the  sur- 
geons. It  had  not 
been  described  as  a 
usual  complication  of 
gunshot  wounds,  and 
though  seen  occa- 
sionally in  civil  life,  so  that  its  etiology  was  known  to  a certain 
extent,  it  was  sufficiently  unfamiliar  to  render  an  accumu- 
lation of  experience  neeessary  for  its  proper  treatment. 

Two  clinical  types  of  the  disease  were  recognized  early 
and  were  named  ‘‘gaseous  cellulitis”  and  “massive  gas 
gangrene.”  The  former  term  was  applied  to  the  milder 
cases  in  which  the  cellular  tissue  round  the  wound  was 
considered  to  be  the  primary  seat  of  the  disease ; the  latter 
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term  to  those  cases  in  which  the  whole  limb  was  rapidly 
affected  and  died.  The  milder  type  of  the  disease  was 
treated  hy  incisions  and  drainage,  the  severer  type  by 
amputation. 

From  a clinical  point  of  view  it  was  found  that  the  condi- 
tions that  favoured 
the  onset  of  the 
disease  were:  (a) 

The  retention  of 
extravasated  blood 
and  wound  secre- 
tions, (b)  interfer- 
ence with  the  circu- 
lation, (c)  the  pre- 
sence of  large 
masses  of  partially 
devitalized  or  dead 
tissue,  (d)  extensive 
comminution  of  long 
bones,  (r)  the  pre- 
sence of  particles 
of  clothing  in  the 
depth  of  the  wound. 

Each  of  these  obser- 
vations was  quickly 
turned  to  account 
in  the  treatment  of 
cases  in  which  the 
disease  might  ap- 
pear. 


Retention  of 
Blood  and 
Secretions. 

The  avoidance  of 
the  retention  of 


to  produce  further  damage  to  the  soft  parts.  The  adop- 
tion of  the  Thomas  splint  largely  solved  this  part  of  the 
problem,  but  there  were  and  still  are  difficulties  in  the 
way  of  its  adoption  as  far  forward  as  is  desired.  Some 
fractured  lower  limbs  are  still  sent  to  the  casualty 

stations  with  the  old 
Liston  splint;  the 
rapid  evacuation  of 
all  wounded  that 
now  pertains  has, 
however,  lessened 
considerably  the  dis- 
advantages of  this 
splint. 

The  arrest  of  the 
blood  supply  to  a 
segment  of  a limb 
by  the  rupture  or 
thrombosis  of  an  ar- 
tery has  so  far  baffled 
the  surgeon.  At- 
tempts were  made 
hy  suture  and  the 
employment  of 
Tuffier’s  tube  to  re- 
store the  circulation, 
but,  so  far,  have  not 
met  with  the  success 
that  was  hoped.  All 
that  can  be  done  is 
to  favour  the  col- 
lateral circulation  in 
every  way. 


Fig.  7. — Overhead  railway  ambulance  trolley 


blood  and  secretions 

necessitated  the  employment  of  some  sort  of  dressing  that 
would  not  dry  and  cake  during  the  transit  of  the  patient 
to  the  casualty  clearing  station  and  from  there  to  the  base. 
Thus  the  dry  gauze  and  wool  dressing  was  abandoned  for 
one  that  would  keep  moist  and  favour  the  discharge 
of  blood  and  serum.  It  did  not  seem  to  matter  what 
chemical  was  used  so  long  as  the  dressing  remained 
moist. 

Interference  with  the  Circulation. 

Interference  with  the  circulation  was  brought  about  in 
several  ways. 

First  there  was 
the  tourniquet. 

Every  effort 
was  made  to 
dispense  with 
this  instrument, 
and  where  this 
was  not  possible 
the  patient  was 
taken  with  all 
celerity  to  the 
nearest  place 
where  the  hae- 
morrhage could 
be  stopped.  Cir- 
cular bandages 
were  found  also 
to  be  a source 
of  trouble,  espe- 
cially when  the 
bandages  took 
the  form  of  a 
gauze  dressing 
wrapped  round 
and  round  the 
limb,  which 
mode  of  appli- 
cation was  very 
tempting  in 
treating  mul- 
tiple wounds. 

In  simple  flesh  wounds  it  was  easy  to  arrange  that  the 
bandages  and  dressings  should  be  loosely  applied,  but  in 
the  case  of  fractured  lower  limbs  it  was  necessary  to 
obtain  some  fixation  of  the  limb,  for  the  movement  of  the 
bones  was  not  only  painful  to.  the  patient,  but  calculated 


Devitalized 
Tissue. 

The  devitalized 

tissue  that  formed  a nidus  for  the  development  of  the  gas- 
producing  organism  was  got  rid  of  by  excision  through 
the  opened  wound,  and  as  the  attention  paid  to  this 
mechanical  cleaning  of  the  wouud 
the  results  improve. 


became  greater  so  did 


Fio,  8. — Two  light  railway  ambulance  trolleys 


Bacteriology. 

While  surgeons  wore  working  out  the  best  methods  of 
treatment  the  bacteriologists  were  studying  organisms 
found  in  the  wounds,  which  were  nearly  all  infected  with 

many  varieties 
of  a m oebic 
bacilli.  Many 
bacteria  were 
found,  but  the 
blame  could  not 
be  definitely 
fixed  on  any  one 
organism,  and 
in  many  cases 
there  was  a 
mixed  infection. 
The  Bacillus 
acrogenes  capsu- 
latus  of  Welch 
was  found  pre- 
sent in  the 
greater  number 
of  cases.  The 
interesting  and 
important  ob- 
servation was, 
however,  made 
that  the  num- 
bers of  gas-pro- 
ducing organ- 
isms steadily 
decreased  with 
the  lapse  of 
time,  whilst  the 
pus  - producing 
organisms  in- 
creased. This  bacteriological  fact  corresponded  with  the 
clinical  observation  that  the  likelihood  of  gangrene 
occurring  became  steadily  less  as  the  Avound  became 
older  and  suppuration  more  obvious. 

Our  knowledge  of  the  disease,  both  from  a bacteriological 
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and  clinical  point  of  view,  remained  much  in  the  above 
condition  for  a long  time.  The  following  points  were 
always  being  debated : 


(a)  What  were 
the  disease? 

(b)  Could  any 
one  bacterium 
alone  cause  the 
gangrene  ? 

(c)  If  not,  what 
mixture  might 
be  necessary  and 
what  part  did 
each  organism 
play  in  the 
clinical  picture  ? 

(i d ) What  tissue 
was  primarily 
and  chiefly 
affected  ? 

(e)  How  did 
the  disease  start, 
and  what  was 
the  cause  of  the 
extraordin  ary 
rapidity  with 
which  the  con- 
dition spread  ? 

(/)  What  was 
the  reason  of  the 
return  of  the 
disease  after 


the  organisms  capable  of  producing 


Fig.  9.— Light  railway  stretcher  carrying  four  wounded. 


an  amputation  through  apparently  healthy  tissue? 

(: g ) What  was  the  nature  of  the  poison  that  caused 
the  death  of  the  patient  ? 

It  cannot  be  said  that  a complete  answer  to  any  of 
these  questions  has  been  found,  but  some  suggestive  work 
has  been  done.  For  answers  to  the  first  three  questions 
(a),  ( b ) and  (c),  the  reader  is  referred  to  the  statement  by 
Captain  Herbert  Henry,  E.A.M.C.,  which  will  appear  later. 

In  answer  to  the  fourth  question  ( d ),  Kenneth  Taylor,  a 
member  of  an  American  ambulance  near  Paris,  stated  that 
he  believed  that  the 
disease  was  essen- 
tially a disease  of 
the  muscles.  Some 
clinical  observers 
working  in  the 
British  army  have 
supported  this  view 
It  was  found  that 
gas  gangrene  sel 
dom  produced  seri- 
ous symptoms  un- 
less muscle  was  in- 
fected, and  that  the 
muscles  might  be 
killed  and  gaseous 
while  the  intermus- 
cular planes  re- 
mained little  altered. 

It  was  also  pointed 
out  that  single  mus- 
cles and  muscle 
groups  were  very 
apt  to  be  picked  out 
while  others  re- 
mained healthy.  It 
was  noticed  that 
invaded  muscles 
were  nearly  always  Fig.  10.- 
muscles  that  had 
been  wounded.  The 

disease  would  spread  up  and  down  these,  but  showed  little 
disposition  to  pass  to  their  uninjured  fellows.  Advantage 
was  taken  of  these  facts  to  excise  those  muscles  affected, 
and  thus  arrest  the  disease  without  recourse  to  amputation. 

It  was  further  recognized  that  crepitations  and  colour 
changes  in  the  skin  might  be' comparatively  late  manifes- 
tations of  the  disease  and  that  death  of  the  muscles  might 


take  place  before  these  signs  were  evident.  Vomiting,  a 
rapid  pulse,  and  a tympanitic  condition  of  the  limb  came  to 
be  more  and  more  relied  on  as  symptoms  of  the  disease 
and  as  an  indication  for  immediate  interference.  It 
became  apparent  that  the  discoloration  of  the  skin  was 

due  to  arrest  of 
the  blood  supply, 
brought  about  by 
the  death  of  the 
underlying  muscles, 
and  that  crepitation 
was  largely  due  to 
a forcing  out  of  the 
gas  generated  in  the 
muscles  into  the  in- 
termuscular planes 
and  subcutaneous 
tissue,  and  that  the 
crepitation  in  muscle 
was  really  a very  late 
stage  in  the  process 
of  disintegration. 

When  gangrene 
occurs  in  a segment 
of  a limb  distal  to 
the  point  at  which 
the  main  vessel  has 
been  obstructed,  all 
the  muscles  are 
affected,  and  the 
process  appears  to 
be  similar  to  that 
which  takes  jfiace 
in  the  body  after 
death,  though  the 

by  which  the  organisms  gain  entrance 


is 


Outside  an  advanced  dressing  station 
* as  shown. 


actual  route 
undecided. 

As  muscle  became  infected  it  was  found  that  the  normal 
purple-brown  colour  altered  to  a dirty  brick  red,  and  that 
this  change  took  place  before  the  muscle  became  crepitant 
to  the  finger.  Advantage  was  taken  of  this  observation 
to  distinguish  between  healthy  and  hopelessly  infected 
muscles. 

In  some  cases  the  connective  tissue  was  found  to 
be  the  seat  of  the  disease,  especially  the  retroperitoneal 
tissue  when  infiltrated  with  blood. 

Metastatic  infec- 
tions at  the  site  of 
saline  injection  were 
described  by  McNee, 
Mullally,  and  other 
observer  s.  T his 
observation  is  im- 
portant, for  it  may 
explain  in  part  the 
return  of  the  disease 
after  amputation. 

( e ) When  all 
wounds  were  in- 
fected by  the  gas 
producing  organism, 
why  should  some 
pursue  a normal 
course  and  others 
give  rise  to  gan- 
grene ? 
accepted 
disease 
of 


If  it  is 
that  this 
is  mainly 
one  oi  muscle, 
some  measure  of 
explanation  is 
afforded.  The 
question  still  re- 
mains, Why  do  some 
muscle  wounds  lead 
to  gas  gangrene  and 
others  not  ? 

Most  observers  believed  that  the  organisms  could  only 
live  in  dead  muscle.  In  every  muscle  wound  there  is  dead 
muscle , but  if  the  diseased  condition  should  spread,  the 
organism,  on  the  assumption  that  the  bacillus  could  only 
live  in  dead  muscle,  must  be  able  to  kill  the  muscle.  How 
did  it  do  this  ? 

D’Este  Emery,  who  had  been  impressed  with  the 


Each  of  such  is  marked  with  flags 
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repeated  return  of  the  disease  in  amputation  stamps  and 
its  rapid  spread,  in  a most  suggestive  paper  showed  that 
the  poison  produced  by  the  B.  aerogenes  capsulatus  had  a 
powerful  negative  chemiotaxic  influence  on  the  leucocyte. 
These  experiments  performed  in  vitro  were  in  strict  con- 
sonance with  the  histological  observation  that  there  is  no 
leucocytosis  where  gas  gangrene  is  active,  and  that  the 
leucocytes  only 


appear  when  the 
disease  is  in  pro- 
cess of  arrest. 

D'Este  Emery’s 
observation  ap- 
peared rather  to  ex- 
plain the  non  arrest 
of  the  disease  than 
to  account  for  its 
rapid  spread. 

Taylor  thought 
that  there  might  be 
two  factors.  In  the 
lirst  place,  as  the 
toxin  produced  by 
the  organism  was 
found  to  bo  little 
toxic,  he  suggested 
that  the  toxin 
elaborated  by  the 
breaking  down  of 
the  muscle  might 
cause  the  death  of 

the  contiguous  muscle  substance.  He  also  suggested  that 
the  presence  of  the  gas  generated  produced  disintegration 
of  the  muscle,  and  thus  made  it  a pabulum  for  the 
bacilli. 

McNco  and  Dunn  have  offered  the  following  ex- 
planation : 

The  bacteria  which  arc  responsible  for  the  causation  of 
gas  gangrene  lead  their  normal  existence  as  saprophytes  in 
decaying  organic  material.  When  these  organisms  obtain 
access  to  tissues  which  have  already  been  devitalized  by 
loss  of  blood,  they  find  an  environment  entirely  suited  to 
their  growth,  and  proliferating  readily,  they  produce  gas 
and  liquefaction  of  the  tissues.  This  process  is  simply  the 
uncontested  invasion 
of  dead  material  by 
bacteria,  and  it  is 
entirely  similar  to 
what  may  occur  in 
the  whole  body  after 
death.  The  problem 
which  has  presented 
greater  difficulties, 
and  which  possesses 
the  graver  interest, 
is  the  manner  of 
involvement  ofliving 
tissues  by  gas  gan- 
grene. The  causal 
organis  in  s are 
known  to  exhibit 
only  slight  general 
pathogenicity.  If 
pure  cultures  of  them 
are  injected  sub- 
cutaneously into 
animals  the  effects 
may  be  surprisingly 
slight  and  transient. 

The  organisms  are 
most  frequently 
unable  to  establish 
themselves  in  the 
healthy  undamaged 
tissue,  and  are  soon 

destroyed  by  phagocytic  action.  The  effect,  however,  is 
considerably  greater  if  the  bacilli  are  injected  into 
muscle,  and  especially  if  some  damage  is  caused  at  the 
site  of  injection.  In  this  way  the  Whole  picture  of  a 
spreading  gas  gangrene  has  been  produced  in  the  leg  of 
an  animal  by  inoculation  of  a pure  culture  of  the  Bacillus 
aerogenes  capsulatus. 

The  mere  presence  of  the  anaerobic  bacilli  in  the  muscle 
does  not  necessarily  entail  death  of  the  fibres,  for  the 


Fig.  11.— The  ventilating  shafts  of  an  udvauced  dressing  station. 


organisms  have  often  been  recognized  in  sections,  and  have 
been  successfully  cultivated  from  portions  of  muscle  which 
were  remote  from  the  gangrenous  area  and  still  contractile. 
How,  then,  does  death  of  the  fibres  arise? 

The  rapid  spread  of  gas  gangrene  into  living  voluntary 
muscle  depends  mainly  on  the  peculiar  anatomical  con- 
formation of  that  tissue.  At  the  advancing  edge  of  the 

gangrenous  process 
only  a limited  num- 
ber of  muscular 
fibres  are  necrosed. 
The  dead  fibres,  in 
contrast  with  the 
normal  ones  around 
them,  are  separated 
off  from  their  vas- 
cular sheaths  by 
spaces  filled  with 
fluid.  As  the 
stripping  of  these 
sheaths  is  coincident 
in  extent  with  the 
histological  appear- 
ance of  coagulation 
in  the  fibres,  it 
is  suggested  that 
coagulation  is 
caused  by  a toxic 
fluid  permeating  and 
filling  the  sheaths. 
At  this  stage 
organisms  are  not  more  numerous  than  may  be  found  in 
living  muscle  higher  up.  The  toxic  material  is  presumably 
derived  from  the  action  of  organisms  on  the  tissues  lower 
down.  In  a slightly  more  advanced  stage  the  above 
alteration  is  found  to  extend  to  all  their  fibres  and  their 
sheaths,  and  bacilli  are  met  with  in  greater  numbers. 
Later  still  the  whole  of  the  tissue  elements  are  invaded 
by  the  bacilli,  and  undergo  extensive  distortion  and 
disintegration. 

The  above  outline  suggests  a process  which,  once 
started,  may  maintain  itself  indefinitely,  for  the  pro- 
gressive death  of  the  muscle  permits  further  luxuriant 
growth  of  the  organisms  and  extension  of  their  lethal 

effects.  The  sugar 
content  of  muscle 
is  favourable  to  the 
growth  of  the 
anaerobes,  and  the 
result  is  the  produc- 
tion of  a highly 
toxic  fluid.  The 
primary  infection  no 
doubt  occurs  in  the 
wound  in  lacerated 
ends  of  fibres  which 
are  healthy  in  the 
rest  of  their  length, 
and  the  establish- 
ment of  a gangrenous 
process  is  permitted 
by  this  continuity 
of  structure. 


Recurrence  after 
Amputation. 

(f)  In  discussing 
the  question  why  the 
disease  sometimes 
recurs  in  an  ampu- 
tation stump  when 
the  operation  has 
been  done  through 
apparently  normal 
muscle,  it  seems  necessary  to  distinguish  between  two 
types  of  amputation : 


Fig.  12.  Advanced  dressing  station.  Where  the  patients  are  received. 


1. 


2. 


An  amputation  through  the  upper  healthy  part 
of  muscles,  the  lower  portions  of  which  are 
gangrenous. 

An  amputation  through  muscles  which  are  normal 
throughout  their  length,  as  in  removal  of  the 
thigh  for  gangrene  of  the  leg. 
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McNee  and  Dunp  have  shown  that  the  B.  a'erogenes 
; capsulatus  is  found  in  healthy  contractile  muscle  far 
■beyond  the  gangrenous  edge.  As  the  only  clinical  test  we 
have  of  healthy  muscle  is  its  normal  colour  and  its 
•contractility,  it  may  happen  that  an  amputation  through 
.such  muscle  may 
still  leave  numbers 
of  bacteria  in  the 
stump. 

This  explanation 
does  not  seem  suffi- 
cient. The  fact  that 
metastatic  infec- 
tions appear  from 
time  to  time  shows 
that  bacilli  may  be 
floating  in  the  blood. 

Should  this  happen 
in  a case  submitted 
to  amputation  it  is 
possible  to  conceive 
that  they  may  find 
a resting  place  in 
the  muscle  damaged 
by  the  amputation 
and  thus  start  the 
disease  afresh. 

( g ) At  present  the 
nature  of  the  poison 
and  its  mode  of 
action  are  unknown. 


Treatment. 

The  treatment  in 
vogue  at  the  pre- 
sent moment,  and  based  on  the 
foe  summarized  as  follows  : 


Fig.  13. — Interior  of  an  advanced  dressing  station:  Operating  theatre. 


above  observations, 


may 


Preventive. 

The  wounds  are  opened  up  and  all  dead  tissue  and 
foreign  bodies  removed  and  adequate  drainage  provided. 
The  circulation  is  encouraged  in  every  possible  way. 

When  the  Disease  is  Established. 

(a)  When  gangrene  appears  in  a segment  of  a limb 
where  the  main  blood  supply  has  been  interrupted  higher 
up  the  only  treat- 
ment is  amputation. 

( b ) When  the  gan- 
grene appears  in  the 
muscles  or  muscle 
groups  actually 
wounded.  Here  the 
treatment  must  de- 
pend on  the  condi- 
tion of  the  patient. 

If  this  is  good  the 
wounds  are  freely 
opened  and  the 
affected  muscles  or 
muscle  groups  re- 
moved. The  test 
employed  to  distin- 
guish dead  from 
healthy  muscle 
is  the  want  of 
contractility  or  the 
presence  of  the 
brick-red  colour. 

Even  with  the 
gangrene  localized 
to  certain  muscles 
amputation  is  the 
safest  course  if  the 
general  condition  is 
bad,  and  it  is  seldom 
bone  is  broken. 


Fig.  14. — Operating  theatre  at  a casualty  clearing  station. 


possible  to  save  such  a limb  if  the 


ABDOMINAL  WOUNDS. 

Surgical  Opinion  when  the  War  Started. 

For  many  years  it  had  been  held  that  the  operative 
treatment  of  abdominal  wounds  was  not  to  be  advised 
under  war  conditions.  This  was  partly  due  to  want  of 


success,  as  in  the  Spanish-American  war,  and  partly  to 
the  fact  that  many  military  surgeons  were  opposed  to 
extensive  operating  anywhere  near  the  firing  line;  as 
abdominal  surgery,  to  be  successful,  must  be  done  at  once, 
it  is  obvious  that  it  could  not  be  undertaken  with  success 

where  all  operations 
had  to  be  postponed 
to  a late  period. 
Although  the  expec- 
tant treatment  was 
the  orthodox  one 
when  the  South 
African  war  broke 
out,  many  surgeons 
at  that  time  hoped 
to  prove  that  it  was 
wrong.  Surgeon- 
General  W.  F. 
Stevenson  even 
issued  an  appeal  for 
the  trial  of  opera- 
tion. The  resultwas, 
however, only  to  con- 
firm former  opinion, 
though  this  opinion 
was  now  held  on 
two  somewhat 
different  grounds. 
One  school  held 
that  the  expectant 
treatment  was  in  it- 
self the  right  proce- 
dure, the  other  that 
it  was  the  best  that 
could  be  done  in  war. 

Some  believed  that  wounded  intestine  healed  sufficiently 
often  to  warrant  abstention,  others  believed  that  small  gut 
lesions  were  practically  always  fatal,  and  that  the  success 
obtained  by  the  “ wait  and  see  ” policy  was  due  to  the 
escape  of  the  bowel  from  injury,  although  the  belly  had 
been  penetrated.  The  opinion  that  it  is  possible  for  the 
small  gut  area  to  be  traversed  by  a rifle  bullet  without 
injury  has  been  proved  to  be  correct  in  this  war.  A study 
of  the  literature  of  the  South  African  war,  both  private 
and  official,  makes  the  real  reason  for  want  of  success  in 
operating  at  once  obvious — the  cases  arrived  too  late.  It 
was  not  so  much  a question  of  the  success  of  the  expectant 

treatment  as  failure 
of  the  operative,  and 
the  two  strikingly 
successful  cases  of 
resection  of  small 
gut  (Neale  and  Tuke) 
were  operated  on 
within  six  and 
twelve  hours  of 
injury  respectively. 

The  reason  for 
the  late  operation 
was  the  nature  of 
fighting  in  an  un- 
settled country  of 
great  distances.  The 
wounded  could  not 
be  quickly  brought 
to  a hospital  with 
the  necessary  appli- 
ances. To  operate 
in  the  veld  with 
what  appliances 
were  at  hand  was 
too  disheartening. 
It  was  impossible  to 
get  even  moderately 
good  conditions. 
There  was  little  or 
no  water,  and  what  there  was  was  often  too  filthy  for 
words — the  water  of  dams.  In  addition,  there  was  the 
plague  of  flies  that  settled  on  everything. 

The  conditions  were  utterly  different  from  those  that 
pertain  at  the  present  time.  This  is  the  first  time  since  the 
rise  of  abdominal  surgery  that  a great  campaign  has  been 
fought  in  a settled  country,  and,  what  is  more  important 
still,  with  a fixed  fighting  line. 
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The  small  number  of  cases  dealt  with  in  the  South 
African  campaign  was  also  a source  of  error,  for  in  order 
to  form  an  adequate  idea  of"  the  efficacy  of  any  treatment 
it  is  necessary  to  strike  an  average  over  a large  series  of 
cases. 

The  statistics  of  the  South  African  campaign  are  very 
defective.  Surgeon-General  Stevenson  in  the  official 
history  of  the  war  was  only  able  to  collect  207  cases  of 
abdominal  wounds.  Among  them  it  is  stated  that  there 
were  26  laparotomies  with  18  deaths,  a mortality  of  69.2 
per  cent.,  and  according  to  Stevenson  the  mortality  was 
really  even  worse.  The  total  death-rate  of  all  abdominal 
wounds  quoted — operated  and  unoperated — is  given  as 
30.4  per  cent. 

In  the  same  author's  most  recent  work,  Wounds  in  War 
(1910),  the  mortality  is  shown  as  51.6  per  cent,  for  laparo- 
tomies, the  total  of  cases  remaining  the  same— namely, 
207.  In  any  case  the  figures  are  really  too  small  to  have 
any  real  value. 

In  this  present  war  one  of  the  difficulties  of  establish- 
ing the  operative  treatment  was  the  run  of  bad  luck 
which  any  operator  might  have  to  face.  Even  now,  with 
conditions  as  nearly  ideal  as  possible,  a series  of  nine 
consecutive  fatal  cases  may  be  met  with.  This  must  have 
a very  depressing  effect  on  any  surgeon,  especially  on  one 
who  is  not  yet  convinced  that  the  operative  treatment  is 
in  the  main  the  best  of  all.  Now  nine  abdominal  cases 
means  roughly  about  600  wounded  men,  taking  a moderate 
estimate  of  the  proportion  of  abdominal  wounds  to  total 
wounds. 

As  a matter  of  fact,  in  the  South  African  campaign  a 
casualty  list  of  600  wouuded  was  considered  a large  one, 
and  if  an  operator  happened  to  encounter  such  a series  of 
fatalities,  it  is  not  a matter  of  surprise  that  he  should 
have  had  doubts  as  to  the  correctness  of  his  procedure. 

Statistics  in  the  present  campaign  show  that  an  opera- 
tive mortality  of  50  per  cent,  is  a good  result,  but  such  a 
mortality  in  civil  practice  would  be  considered  an  awful 
death-rate  to  face.  And  yet  it  means,  looking  on  the 
bright  side,  many  lives  saved. 

The  South  African  campaign  may,  then,  be  said  to  have 
left  surgical  opinion  opposed  to  operation,  but  it  must 
always  be  remembered  that  not  only  were  there  practically 
no  shell  wounds  in  that  campaign,  but  also  that  the 
ogival  bullet  was  a much  less  harmful  missile  than  the 
sharp-pointed  bullets  of  the  present  war. 

Method  of  Treatment  in  the  Earlier  Period 
of  the  War. 

In  the  retreat  from  Mons  and  on  the  Aisne  adequate 
provision  for  the  performance  of  abdominal  operations 
near  the  front  was  well-nigh  an  impossibility,  and  all  that 
could  be  done  was  to  send  the  wounded  to  the  base  with 
the  least  possible  discomfort  to  them.  When,  in  the 
ensuing  winter,  the  line  became  fixed  the  circumstances 
were  very  different,  and  there  soon  developed  a possibility 
of  operating  under  good  conditions.  It  was  no  longer  a 
question  of  whether  a man  could  be  operated  upon,  but 
whether  he  should  be  operated  upon.  Still,  however,  a 
good  deal  of  the  old  belief  iu  the  efficacy  of  the  expectant 
treatment  obtained  for  some  time  longer.  A man  wounded 
in  the  abdomen  was  sometimes  kept  in  a dug-out  in  the 
trench  system ; often  he  was  kept  at  a field  ambulance, 
usually  he  was  transferred  to  the  casualty  clearing  station 
and  there  treated. 

The  customary  mode  of  procedure  was  to  put  the  man 
in  the  Fowler  position,  to  improve  the  general  condition  by 
rest  and  warmth,  to  withhold  food  and  water  for  three 
days  and  to  administer  morphine.  The  thirst,  which  was 
a distressing  symptom  of  this  treatment,  was  combated  to 
a certain  degree  by  rectal  salines  and  mouth  washes. 

A tribute  must  here  be  paid  to  the  great  care  and  atten- 
tion which  the  medical  officers  lavished  on  the  patients. 
Certain  officers  were  told  off  day  and  night  to  attend  to 
them  and  everything  possible  was  done  to  alleviate  their 
suffering  and  to  make  them  as  comfortable  as  possible  and 
to  cheer  them  up.  If  anything  could  have  got  these  men 
well  the  attention  that  they  received  would  have  done  so, 
and  it  must  be  remembered  that  the  medical  officers  who 
conducted  the  treatment  were  convinced  of  its  efficacy. 

This  belief  was  strengthened  by  the  behaviour  of  many 
of  the  patients,  for  some  who  were  at  first  gravely  ill,  went 
through  a period  of  improvement  which  often  was  very 
striking.  It  was  in  a way  unfortunate  but  there  is  no 


doubt  that  improvement  did  take  place,  and  so  well  were 
many  of  them  that  after  several  days  they  were  evacuated 
to  the  base  aud  arrived  there  sometimes  in  fair  condition, 
although  more  often  gravely  ill.  But  the  surgeons  who 
had  seen  the  cases  leave  the  casualty  clearing  stations 
apparently  on  the  way  to  recovery  could  not  at  first  bring 
themselves  to  believe  that  they  did  badly  at  the  base,  and 
if  evacuation  had  not  been  necessary  and  it  had  been 
possible  to  keep  patients  at  the  casualty  clearing  stations 
the  expectant  treatment  would  not  have  survived  as  long 
as  it  did,  for  medical  officers  would  have  seen  many  such 
cases  become  worse  and  worse,  and  in  the  end — die. 

Commencement  of  the  Operative  Treatment. 

Although  rest  treatment  was  the  rule,  some  attempts  at 
operation  had  been  made  as  early  as  November,  1914 ; but 
it  was  only  when  the  more  complete  development  of  the 
casualty  clearing  stations  provided  satisfactory  conditions 
that  surgeons  felt  that  their  opportunity  for  operating  had 
arrived,  aud  during  the  winter  of  1914-15  operations  were 
done  by  several  medical  officers.  But  the  early  results  were 
undeniably  bad— so  bad  that  most  people  abandoned  the 
attempt,  and  the  reasons  for  failure  were  no  doubt  both 
the  late  arrival  of  the  patients  at  a place  where  an  opera- 
tion could  be  performed  and  the  want  of  knowledge  which 
later  on  was  acquired  by  experience  alone,  for  there  was 
no  literature  which  dealt  with  such  injuries  as  the  surgeons 
Were  now  called  on  to  treat,  and  each  man  had  to  learn  the 
best  methods  for  himself. 

Owen  Richards  was  the  first  to  publish  results  of  opera- 
tive treatment  in  the  British  army.1  His  first  operation 
was  performed  on  January  28tli,  1915,  and  the  first 
successful  operation,  that  of  a resection  of  2^  ft.  of  the 
small  intestine,  was  performed  on  March  18th,  1915, 
thirty-six  hours  after  the  injury  was  received. 

In  May,  1915,  an  inquiry  into  the  causes  of  death  after 
abdominal  wounds  established  the  following  facts: 

1.  That  the  injuries  were  as  a rule  of  such  a nature 

that  recovery  must  be  a very  rare  event. 

2.  That  haemorrhage  was  a chief  cause  of  early 

death. 

3.  That  bullets  produced  very  extensive  injuries. 

It  had  always  been  granted  that  haemorrhage  was  the 
chief  cause  of  early  death,  but  the  advocates  of  expectant 
treatment  seem  to  have  focussed  their  attention  more  on 
the  danger  of  peritoneal  infection  and  the  possibility  of 
its  localization  or  disappearance  than  on  the  possibility  of 
spontaneous  arrest  of  haemorrhage. 

The  discovery  that  bullets  produced  extensive  gut 
injuries  was  also  of  great  importance,  as  much  stress  had 
been  laid  on  the  smallness  of  the  lesions  produced  by  the 
modern  small  bore  bullet,  and  the  expectation  of  spon- 
taneous recovery  of  gut  lesions  had  been  based  on  the  quite 
erroneous  assumption  that  such  projectiles  were  compara- 
tively innocuous. 

The  re-establishment  of  the  fact  that  haemorrhage  was 
the  chief  cause  of  early  death  was  of  great  importance,  aS 
it  showed  that  only  rapid  evacuation  afforded  any  hope  of 
combating  such  a condition.  Arrangements  were  accord- 
ingly made  to  ensure  that  all  patients  suffering  from 
abdominal  wounds,  aud  who  were  not  too  ill  for  transport, 
should  be  sent  by  special  motor  ambulances  to  the  clearing 
station  and  not  retained  in  the  field  ambulance.  At  the 
same  time  meetings  of  the  medical  officers  of  field  am- 
bulances and  regiments  were  held  at  different  centres,  so 
that  it  could  be  demonstrated  to  them  that  the  lesions  of 
the  hollow  viscera  were  much  moro  extensive  than  they 
had  believed,  and  that  in  such  conditions  early  operation 
gave  the  only  chance  of  recovery.  The  result  of  this 
diffusion  of  more  accurate  knowledge  was  soon  seen  in  the 
much  earlier  arrival  of  patients,  and  the  greatest  praise  is 
due  to  all  those  who  combined  in  the  effort  to  rescue  the 
men  and  convey  them  to  the  rear  as  rapidly  as  possible. 
The  consequences  of  these  improvements  soon  became 
apparent  in  the  saving  of  many  lives,  and  the  operative 
treatment,  now  that  it  was  placed  under  favourable  con- 
ditions, very  soon  won  for  itself  the  confidence  of  the 
medical  service,  and  quickly  became  universally  adopted. 

Where,  to  Operate. 

The  British  practice  has  been  to  operate  a short  dis- 
tance behind  the  line,  and  the  wisdom  of  this  has  been 
demonstrated.  Here  it  is  possible  to  operate  under  good 
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conditions  and  to  nurse  the  patient  among  cheerful 
surroundings  for  a week  or  more  subsequently. 

The  casualty  clearing  stations  have,  as  a rule,  been  used 
for  this  purpose.  If  for  some  local  reason  it  has  not  been 
possible  to  put  one  sufficiently  far  forward  at  any  one  part 
of  the  line,  a small  operating  centre  has  been  opened  for 


the  reception  of  abdominal  and  other  urgent  cases.  The 
influence  of  time  is  shown  very  clearly  in  Table  I. 


Table  I. — Effect  of  the  Time  Elapsed  between  Receipt  of  the 
Wound  and  Arrival  at  the  Operating  Centre. 

Total  number  of  cases  591. 


Hours : 

0-2 

2-4 

4-6  6-8 

8-10 

10-12 

12-14 

14-16 

16-18 

18-20 

Over 

20 

To  base  ... 

3 

30 

75 

55 

34 

19 

7 

4 

11 

4 

27 

Died 

2 

30 

53 

59 

41 

23 

10 

12 

15 

11 

56 

Total  ... 

5 

' 

60 

128  114 

75 

42 

17 

16 

26 

15 

83 

Avery  significant  fact  comes  out  from  a study  of  the  next 
table  (II) — namely,  that  of  145  patients  with  a pulse  above 
120  only  16  recovered. 


Table  II. — Prognosis  from  Pulse-rate. 
Total  number  of  cases  577. 


Pulse  up  to ; 

60 

70 

80 

90 

100 

110 

120 

130 

Over 

130 

To  base 

1 

7 

23 

30 

108 

27 

37 

7 

9 

Died  

1 

2 

13 

18 

39 

38 

88 

37 

92 

Total 

2 

9 

36 

48 

147 

65 

125 

44 

101 

Table  III  shows  that  bullet  wounds  are  highly  fatal. 
Table  III. — Relative  Mortality  of  the  Different  Projectiles. 
Total  number  of  cases  629. 


Bullet. 

Shell 

Fragment. 

Shrapnel. 

Bomb. 

To  base 

91 

105 

15 

60 

Died  

106 

154 

40 

58 

Total 

197 

259 

55 

118 

Table  IV. — Relative  Number  of  Different  Projectiles  and 
Proportion  Retained. 

Total  number  of  cases  854. 


Bullets. 

Shell 

Fragments. 

Shrapnel. 

Bombs. 

Passed  out 

203 

30 

15 

6 

Retained 

131 

254 

67 

128 

Total 

334 

284 

82 

134 

The  Most  Dangerous  Wounds. 

The  chart  (Diagram  1)  shows  the  entrance  wound  or  the 
course  of  the  projectile  in  cases  that  arrived  too  bad  for 
operation. 

Possibility  of  Escape  of  Hollow  Organs  after  Penetration 
of  the  Abdomen. 

Diagram  2 shows  the  course  of  the  projectile  or  its  place 
of  entrance  in  those  cases  in  which  coeliotomy  proved  that 
no  hollow  alimentary  viscus  had  been  penetrated.  In  some 
such  cases  many  organs  were  bruised. 

A certain  number  of  cases  of  rupture  of  a hollow  viscus 
without  abdominal  penetration  have  occurred,  and  have 
made  it  advisable  to  explore  the  intestine  in  some 
instances  even  when  the  whole  thickness  of  the  abdominal 
wall  was  not  penetrated  by  the  missile,  but  where  the 
symptoms  have  pointed  to  the  probability  of  a lesion  of 
one  of  the  hollow  viscera. 


General  Line  of  Treatment. 

The  practice  is  now  to  operate  on  all  cases  unless  there 
is  some  reason  to  the  contrary,  and  to  operate  on  principle 
rather  than  on  the  indications  by  symptoms. 

The  cases  on  which  operation  has  been  found,  as  a 
general  rule,  to  be  inadvisable  may  be  divided  into  two 
classes — (1)  those  in  which  solid  organs  alone  are  wounded 
and  in  which  there  are  no  signs  of  continuing  haemor- 
rhage, and  (2)  cases  arriving  after  thirty- six  hours. 

The  liver  furnishes  by  far  the  greater  number  of  cases 
in  Class  (1).  This  organ  is  the  only  solid  organ  in  which 
it  is  possible  to  say  from  inspection  that  no  other  organ  is 
wounded.  In  the  other  solid  organs,  such  as  the  kidney 
and  spleen,  the  likelihood  of  hollow  visceral  injury  nearly 
always  compels  exploration.  Were  it  not  for  this  con- 
tingency, the  solid  organs  would  require  little  operative 
attention. 

In  Class  (2)  the  time  for  successful  interference  in  the 
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case  of  hollow  viscera  has  as  a rule  gone  by,  and  the 
bleeding,  from  whatever  source  it  came,  has  ceased 
spontaneously. 

Before  operation  a period  of  rest  has  found  favour  with 
most  people.  This  period  is  used  to  combat  shock,  for 
which  purpose  heat  in  various  forms  has  proved  by  far  the 
most  efficient  means. 

When  the  missile  is  retained  the  pos’tion  of  the  pro- 
jectile should  be  ascertained  by  an  x-ray  picture,  as  its 
localization  will  influence  the  site  of  the  exploratory  in- 
cision. The  incision  should  as  a rule  be  placed  by  the  side 
of  the  mid  line  and  be  of  ample  length.  A transverse 
incision  is  much  favoured  by  some  for  exploring  wounds 
which  traverse  one  side  only  of  the  body. 

The  question  of  the  administration  of  saline  is  important. 
The  subcutaneous  injection  of  saline  has  found  favour  in 
the  past,  but  it  is  coming  to  be  recognized  that  very  little 
is  absorbed  in  a shocked  man,  and  that  this  method  pre- 
sents no  advantages  over  its  administration  by  the  natural 
orifices.  If  these  are  not  available  the  intravenous  method 
should  be  used. 

Axioms  of  Operative  Procedure. 

Celerity  is  of  great  importance.  The  body  heat  must  be 
preserved  in  every  way.  There  should  be  the  least  possible 
exposure  of  the  viscera,  and  the  intestines  should  be  kept 
inside  the  abdomen  as  much  as  is  compatible  with  the 
necessary  manipulation.  The  least  possible  should  bo 
done.  All  the  intestine  should  be  examined.  Suture  of 
the  intestine  should  always  be  preferred  to  resection 
unless  the  latter  is  inevitable,  or  saves  time,  and  experi- 
ence has  shown  that  a single  continuous  suture,  applied 
so  as  to  invert  the  peritoneum,  is  quite  sufficient  and 
perfectly  secure.  Linen  thread  or  thin  silk  are  both  pre- 
ferable to  catgut,  and  care  is  required  not  to  draw  the 
stitches  too  tight.  If  resection  is  unavoidable,  end-to  end 
anastomosis  is  preferable  to  lateral  apposition  as  a rule. 

Solid  organs  should  be  disturbed  as  little  as  possible, 
unless  vessels  have  been  opened.  Excision  of  spleen  and 
kidney  should  be  practised  with  great  reserve. 

Through-and-through  wounds  of  the  liver  are  best  left 
alone,  but  if  the  x rays  show  a large  piece  of  shell  or  bomb 
in  an  accessible  position  it  should  be  removed,  for  if  left  it 
generally  causes  dangerous  sepsis  in  the  organ. 

Abdominal  drainage  is  most  probably  of  little  use  except 
in  local  lesions. 

Artificial  ani  in  the  colon  are  to  be  avoided  if  possible. 

Wounds  of  Special  Organs. 

Stomach. — Wounds  of  the  stomach,  though  less  severe 
than  those  of  the  small  and  large  intestine,  have  proved 
decidedly  more  dangerous  than  was  supposed.  The  fatal 
result  has  largely  been  caused  by  haemorrhage  and  shock 
and  by  complication  with  other  visceral  injury. 

Small  Intestine. — In  the  small  intestine  the  multiplicity 
of  the  lesions  aud  haemorrhage  from  the  mesentery  have 
been  the  chief  causes  of  failure.  As  many  as  twenty 
lesions  have  been  met  with.  In  one  case  a successful 
result  followed  a resection  of  6 ft.  for  twenty  perforations 
(Captain  Owen  Richards).  In  another  case  fourteen 
lesions  were  sutured  and  followed  by  recovery  (Captain 
John  Fraser). 

Large  Intestine. — The  large  intestine  wounds  have  been 
mostly  fatal  from  sepsis  of  the  retroperitoneal  tissue  in  the 
case  of  the  ascending  and  descending  colons  and  from  com- 
plicated injuries  in  the  case  of  the  transverse  colon. 

Itectum. — The  rectum  proper  has  not  been  wounded  so 
often  as  would  be  expected,  but  has  a high  mortality. 

Liver. — The  liver  shows  a large  proportion  of  recovery 
after  operation,  but  many  patients  would  have  got  well 
without  operation. 

Spleen. — The  spleen  injuries  have  not  been  very 
dangerous  except  where  the  lesions  have  necessitated 
excision,  and  the  same  may  be  said  of  the  kidney. 

Bladder.- — Intraperitoneal  wounds  of  the  bladder  show 
a mortality  of  56  per  cent,  where  uncomplicated,  but  those 
associated  with  small  gut  injury  have  proved  exceedingly 
dangerous. 

Causes  of  Failure. 

Haemorrhage,  sepsis,  and  shock  have  been  the  chief 
causes  of  death. 

Haemorrhage  has  come  from  every  vessel  in  the  abdomen 


except  the  aorta.  Principally  it  has  proceeded  from  the 
mesentery  and  the  pelvic  vessels.  On  two  occasions  a 
rent  in  the  vena  cava  has  been  closed- — in  one  by  the 
application  of  forceps  (Captain  Taylor),  and  in  one  (by 
Captain  Sampson)  by  suture.  The  former  recovered.  In 
one  instance  the  vena  cava  was  ligated,  but  the  patient 
survived  only  ten  hours. 

Sepsis. — Under  this  head  are  included  peritonitis,  retro- 
peritoneal sepsis,  and  wound  infection.  It  is  unnecessary  to 
say  much  about  peritonitis.  It  causes  death  in  the  same 
way  as  seen  in  civil  practice.  Many  attempts  have  been 
made  to  combat  the  so-called  obstructive  symptoms  by 
enterostomies  and  short  circuits,  but  with  little  if  any 
success.  It  must  be  mentioned  here  that  a certain 
amount  of  evidence  has  accumulated  showing  that  some 
obstructive  cases  have  as  their  basis  a nervous  traumatic 
paralysis.  Retroperitoneal  sepsis,  accompanied  or  not  by 
gas  formation,  has  proved  a great  source  of  mortality. 
This  has  been  obvious  in  the  case  of  the  colon  injuries,  but 
a recent  series  of  post-mortem  examinations  by  Captains  I 
McNeeand  Dunn  has  proved  that  such  sepsis  is  frequently 
the  cause  of  death  where  that  death  has  clinically  been 
put  down  to  shock. 

Shock. — This  subject  is  dealt  with  in  auotlier  place  by 
Captain  Geoffrey  Marshall,  but  a word  may  be  added  here.  I 
It  is  very  difficult  to  trace  any  definite  relation  between 
the  amount  of  injury  and  the  amount  of  shock.  It  can  1 
only  be  said  that  multiple  injuries  produce,  as  a rule,  1 
much  shock.  A severe  intestinal  lesion  will  not  in  all  j 
cases  prevent  a man  from  completing  the  task  on  which  1 
he  was  engaged  or  even  from  walking  one  or  two  miles,  j 
and  many  who  subsequently  die  arrive  at  the  hospitals  i 
in  good  condition.  The  pulse- rate  table  gives  some  in-  1 
dication  of  the  patient’s  condition.  Prolapse-  of  the  small  1 
gut  seems  to  cause  less  disturbance  than  that  of  the  stomach 
and  colon.  Haemorrhage  is  by  far  the  most  frequent  cause  j 
of  death,  aud  as  it  is  nearly  always  present,  it  is  difficult  I 
to  determine  how  much  shock  is  due  to  this  cause  and  1 
how  much  to  the  accompanying  injury.  There  is  a certain  I 
amount  of  evidence  to  show  that  comparatively  slight  j 
injuries  of  both  kidney  and  liver  will  cause  intense  I 
collapse,  but  such  cases  are  not  common.  Sepsis  of  the  1 
retroperitoneal  tissue  without  severe  injury  does  cause  j 
the  most  intense  shock. 


Results. 

The  following  table  gives  the  results  obtained  by  the 
operative  treatment  in  a certain  sector  of  the  British 
line  over  a period  of  eighteen  months.  Practically  every 
case  that  got  to  hospital  is  included,  so  that  a true 
picture  is  presented,  and  the  varying  results  produced 
by  locality  and  different  conditions  are  eliminated  as 
far  as  possible. 

Table  V. — Abdominal  H'ouiuls  operated  on  in  a Sector  of  the 
British  Line  during  Eighteen  Months. 


Total  number  of  cases 

...  1,288 

Arrived  moribund 

250 

Total  mortality,  excluding  moribund 

50.06  % 

Total  mortality,  including  moribund 

60.02  % 

Considered  with  view  to  operation 

...  1,038 

No  operation  advised 

73 

Total  operations  ... 

965 

Total  operative  mortality... 

...  53.9% 

Total  hollow  viscera  mortality 

...  64.7% 

•Stomach  mortality  ...  - ... 

...  52.7% 

•Small  gut  mortality 

...  65.8% 

•Colon  mortality 

...  58.7% 

* Uncomplicated  by  wound  of  other  hollow  alimentary  viscus. 


It  is  very  difficult  to  compare  the  present  mortality  with 
that  of  the  pre-operative  period.  The  whole  method  of 
evacuation  has  completely  changed.  The  operative  treat 
uient  has  attracted  to  the  casualty  clearing  stations  all 
men  wounded  in  the  abdomen,  so  that  those  who  would 
have  died  in  dug-outs,  at  the  advanced  dressing  stations, 
aud  at  the  field  ambulances,  now  reach  an  operative 
centre. 

Neglecting  the  more  forward  positions,  a calculation 
made  in  the  pre-operative  days  showed  that  the  mortality 
at  field  ambulances  and  clearing  stations  was  70  per  cent. 
I11  addition  there  were  the  deaths  at  the  base,  which  raised 
the  mortality  to  about  80  per  cent. 

There  would  therefore  seem  to  have  been  an  improve- 
ment of  from  15  to  20  per  cent. 


BRITISH  SURGERY  AT  THE  FRONT. 
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WOUNDS  OF  THE  HEART. 

There  has  been  one  successful  suture  of  a heart  wound. 
It  was  performed  by  Captain  John  Fraser.  The  details 
are  as  follow : A bomb  fragment  entered  immediately 
internal  to  the  left  nipple.  There  was  a persistent  and 
pulsing  escape  of  rather  dark  blood.  A probe  passed 
upwards  and  towards  the  mid  line  evidenced  a cardiac 
rhythm.  The  pulse  was  small  and  irregular;  the  patient 
distressed  and  cyanosed.  A portion  of  the  fifth  rib  and  its 
cartilage  was  removed,  and  the  fourth  costal  cartilage 
detached  from  the  sternum.  The  pleura  and  fat  were 
retracted,  and  the  pericardium  incised.  The  latter  con- 
tained a quantity  of  dark  blood.  A small  hole,  the  size  of 
a pea,  was  found  in  the  right  auricle.  By  a suture  the 
auricle  was  pulled  up  into  the  wound  and  the  hole  closed 
by  two  linen  sutures.  The  progress  was  good,  and  the 
pulse,  which  had  been  120,  dropped  to  90  on  the  fourth 
day. 

The  patient  nine  months  later  reported  his  health  as 
excellent. 

WOUNDS  OF  BLOOD  VESSELS. 

It  tnay  in  the  first  place  be  noted  that  the  conception  of 
many  surgeons  of  the  size  of  the  lumen  and  of  the  thick- 
ness of  the  wall  of  arteries  in  general  has  undergone  a 
change  in  this  war,  and  it  has  often  been  remarked  by 
medical  officers  that  the  arteries  are  smaller  and  have 
slighter  walls  than  was  expected.  No  doubt  the  class  of 
subject  from  which  one  gained  an  idea  of  the  size  of  the 
normal  blood  vessels  is  so  different  from  the  class  met 
with  in  war  surgery  that  there  was  an  exaggerated  idea 
both  of  the  size  of  the  artery  and  of  the  thickness  of  its 
walls  in  healthy  young  adults. 

Surgeons,  knowing  that  they  would  have  to  deal  with 
healthy  arteries,  hoped  that  many  opportunities  would 
present  themselves  for  arterial  suture,  but  unfortunately 
the  opportunities  have  been  few,  and  the  injuries  have 
rarely  been  of  such  a nature  as  to  offer  any  prospect  of 
success  or  even  of  trial  of  such  treatment.  Lateral  suture 
both  of  veins  and  arteries  has  been  doue  in  a fair  number 
of  cases,  and  in  two  instances  a lateral  rent  in  the  vena 
cava  itself  has  been  closed,  although  the  only  successful 
case  was  one  in  which  the  sides  were  brought  together  by 
artery  forceps  and  not  by  suture.  The  opportunity  of 
end-to-end  suture  of  arteries  has  rarely  offered  itself  at  the 
front,  and  as  far  as  the  writers  know  has  only  been  even 
temporarily  successful  in  one  case,  that  of  a bullet  wound 
of  the  brachial  artery;  and  this  vessel  gave  way  and 
formed  an  aneurysm  some  three  weeks  later.  In  a few 
cases  the  femoral  artery  has  been  sutured,  but  in  no  case 
has  the  operation  saved  both  the  limb  and  the  patient. 

Although  so  far  the  results  have  been  disappointing, 
this  is  not  a matter  for  surprise  if  the  condition  of  the 
wounded  vessels  is  examined.  The  class  of  case  in  which 
it  was  hoped  to  try  this  method  at  the  front  was  that  of 
open  wounds  such  as  are  generally  caused  by  shell ; but 
unfortunately  the  ends  of  the  artery  are  commonly  so  far 
apart  that  it  is  found  that  they  cannot  be  brought  into 
apposition  after  the  necessary  dissection  of  the  vessel  has 
been  done.  Even  in  the  popliteal  space,  where  some 
approximation  of  the  arterial  ends  can  be  obtained  by 
flexion  of  the  knee,  no  case  has  yet  occurred  in  which 
arteriorrliaphy  has  seemed  feasible,  while  small  wounds  of 
the  limbs  or  neck  with  an  arterial  liaematoma  seem  hardly 
suitable  for  this  method  of  treatment. 

It  was  under  these  circumstances  that  “ Tuffier’s  tubes  ” 
offered  some  hope  of  saving  limbs  from  gangrene  when 
arterial  suture  was  out  of  the  question.  They  have  been 
employed  at  the  front  on  many  occasions,  and  are,  it  is 
believed,  well  worth  trying,  as,  although  they  become 
blocked  within  about  twenty- four  hours,  they  have 
appeared  to  tide  a limb  over  this  the  most  critical  period 
before  the  establishment  of  the  collateial  circulation.  In 
one  case  it  was  noticed  that  the  tube  itself  remained  un- 
blocked although  the  artery  below  became  obstructed  by 
clot,  and  it  may  be  that  this  distal  clotting  in  the  artery 
will  always  be  a difficulty  in  practical  as  opposed  to  ex- 
perimental surgery.  It  must  be  remembered  that  in  actual 
practice  the  limb  below  the  lesion  has  been  deprived  of 
blood  for  some  time  before  the  opportunity  occurs  of 
inserting  a tube  and  re-establishing  the  circulation,  and  it 
may  be  that  this  period  of  starvation  produces  changes  in 
the  vessel  walls  that  favour  clotting. 


There  is  another  observation  which  may  have  a bearing 
on  this  subject.  In  civil  practice,  after  the  interruption 
of  the  main  blood  supply  of  a limb  and  the  consequent 
occurrence  of  gangrene  in  its  lower  part,  one  looks  for  and 
sees  the  formation  of  a definite  line  of  demarcation.  But 
in  the  present  campaign  it  has  been  found  that  after  the 
destruction  and  ligation  of  an  artery  this  line  of  demarca- 
tion fails  to  appear  in  the  majority  of  cases,  and  the  seat 
of  the  amputation  has  to  be  chosen  by  noting  the  place 
where  the  limb  becomes  cold  and  discoloured,  on  the  one 
hand,  and,  on  the  other,  where  the  capillary  circulation  is 
still  active,  as  shown  by  the  return  of  the  skin  blush  after- 
pressure.  No  doubt  the  primary  loss  of  blood  has  some- 
thing to  do  with  the  frequency  of  gangrene  in  the  first 
place,  and  in  the  second  it  would  appear  that  the  nature 
of  the  injury  so  upsets  the  blood  supply  of  the  limb  that 
the  collateral  circulation  is  slow  in  being  re-established, 
and  that  sufficient  blood  does  not  reach  the  part  to  bring 
about  the  rapid  and  healthy  reaction  that  is  necessary  for 
the  formation  of  a distinct  line  of  demarcation. 

It  is  a fact  at  once  curious  and  important  that  the  arrest 
of  the  blood  current  at  a point  that  is  considered  a favour- 
able one  for  the  application  of  a ligature  in  civil  practice 
is  often  followed  by  gangrene  when  that  arrest  is  caused 
by  a gunshot  wound.  It  may  be  that  the  laceration  of 
muscle  that  so  often  accompanies  such  injury  is  the  cause 
to  a certain  extent,  but  there  must  be  other  factors  at  work, 
as  gangrene  may  follow  even  a small  perforating  wound. 
Wounds  of  certain  arteries  stand  out  as  especially  dangerous 
to  the  vitality  of  the  limb,  notably  those  of  the  popliteal 
and  the  anterior ‘and  posterior  tibials. 


INJURIES  OF  JOINTS. 

A great  change  for  the  better  has  taken  place  in  the 
results  obtained  in  the  treatment  of  wounded  joints. 

Experience  was  chiefly  gained  on  the  knee-joint,  for  it 
is  the  joint  most  frequently  hit,  most  easy  of  inspection, 
and  its  infection  is  followed  by  disastrous  consequences 
more  often  than  in  the  case  of  other  articulations. 

In  the  early  days  two  lines  of  treatment  were  followed. 
The  small  perforating  wounds  were  left  alone  and  allowed 
to  heal,  the  progress  of  the  joint  being  tested  by  aspira- 
tions if  necessary.  The  larger  wounds  with  escape  of 
synovia  or  actual  laying  open  of  the  synovial  sac  were 
drained,  and  at  first  the  drains  were  often  introduced  into 
the  joint  cavity.  The  results  of  this  treatment  were 
undeniably  bad,  and  all  sorts  of  heroic  measures  were 
adopted  for  the  arrest  of  the  septic  processes  which  ensued. 
But  continuous  irrigation  or  an  acute  flexion  of  a widely 
opened  articulation  gave  equally  poor  results,  and  the 
patient  was  lucky  if  he  escaped  with  a stiff  leg. 

The  first  improvement  was  the  abandonment  of  the 
intra-articular  drains.  The  next  was  the  excision  of  the 
wound,  the  removal  of  any  foreign  body,  the  flushing  of 
the  joint,  and  in  some  cases  the  closure  of  the  capsule  and 
the  insertion  of  a superficial  drain.  Closure  was  especially 
advocated  by  Colonel  Gray  in  the  year  1915. 

The  next  step  was  perhaps  a bold  one.  As  soon  as 
possible  after  the  receipt  of  the  injury — that  is,  in  the 
casualty  clearing  station — the  wound  was  excised,  the 
joint  opened,  cleaned,  and  irrigated,  and  then  the  whole 
wound  in  the  synovial  sac  and  the  superficial  tissues  was 
tightly  closed.  It  was  certainly  astonishing  how  seldom 
infection  followed  such  treatment,  even  when  fragments 
of  shell  or  pieces  of  clothing  had  been  removed  from  the 
joint;  but  for  its  success  it  is  essential  that  the  incisions 
around  the  wound  edges  should  be  carried  quite  clear  of 
all  infected  tissue,  and  that  the  strictest  asepsis  is 
assured. 

Now,  every  knee-joint  with  such  a wound  is  given  the 
chance  of  healing  by  first  intention,  although  the  closure 
of  the  joint  defect  may  entail  the  performance  of  a plastic 
operation  to  provide  an  adequate  cover  with  a flap  of 
synovial  membrane  or  skin.  Even  if  some  infection  does 
follow  the  closure  of  the  joint,  it  is  well  not  to  be  in  too 
great  hurry  to  lay  the  articulation  open,  for  a certain 
number  of  such  joints  do  settle  down  and  provide  a better 
limb  than  if  submitted  to  more  active  treatment. 

When  the  joint  wound  is  complicated  with  fracture  of 
bone  it  may  still  be  possible  in  some  cases  to  close  it 
with  success.  In  cases  of  compound  fracture  of  the 
patella  with  loss  of  substance,  partial  or  complete 
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removal  of  the  fragments,  and  the  provision  of  a skin 
flap,  will  often  be  followed  by  primary  healing. 

When  the  tibia  or  femur  are  involved  the  ease  becomes 
more  serious.  Of  the  two  fractures  that  of  the  tibia  is  the 
most  to  be  feared. 

Xu  cases  of  only  partial  loss  of  the  articular  surface  of 
either  the  tibia  or  femur,  and  also  in  linear  oblique  frac- 
tures of  botli  bones  running  up  into  the  joint,  it  is  often 
worth  while  to  try  to  close  the  joint  and  to  obtain  primary 
union. 

Where  there  is  much  comminution  of  boue,  however,  and 
a dirty  wound  it  is  better  to  abandon  all  hope  of  saving  the 
joint  and  perform  a limited  primary  excision.  After  such 
an  operation  the  joint  surfaces  are  usually  kept  apart  by 
extension  on  a suitable  spliut,  and  Carrel’s  treatment 
adopted  until  the  wound  cleans,  when  the  bone  surfaces 
may  be  allowed  to  come  into  contact. 

The  knee  is  the  only  joint  in  the  body  in  which  pene- 
tration of  the  synovial  sac  is  at  ail  commonly  seen  without 
damage  to  the  bony  constituents  of  the  articulation.  It  is 
therefore  not  common  to  have  the  opportunity  of  closing 
other  joints,  but  the  opportunity  should  be  taken  when  it 
is  offered. 

More  often  the  surgeon  has  to  treat  a greatly  disorganized 
articulation,  and  in  such  cases  a primary  excision  is  most 
probably  the  best  course,  especially  in  the  case  of  the 
shoulder  and  the  elbow. 

The  primary  treatment  of  wounded  joints  may  be 
summarized  as  follows : 

1.  Fixation  011  a suitable  splint.  In  the  case  of  the 
knee  this  splint  should  be  one  of  the  varieties  of  the 
“ Thomas  ” as  used  for  fractured  thigh. 

2.  Beyond  this  treatment  nothing  more  is  required  in 
simple  perforating  wounds. 

3.  The  taking  of  an  x ray  picture  in  cases  where  there 
is  a possibility  of  the  retention  of  a missile  or  of  fracture 
of  the  bones. 

4.  The  excision  and  cleansing  of  the  damaged  tissues 
and  the  exploration  and  lavage  of  the  joint. 

5.  The  closure,  if  possible,  of  the  joint  cavity. 


HEAD  INJURIES. 

At  the  beginning  of  the  war  surgeons  called  upon  to 
treat  head  injuries  applied  the  ordinary  rules  of  civil 
practice  and  operated  on  them  at  once.  They  were  con- 
firmed in  their  opinion  that  operation  was  right,  since, 
apart  from  the  mere  physical  defects,  many  patients 
seemed  to  be  suffering  from  compression. 

These  operations  were  done  both  at  casualty  clearing 
stations  and  field  ambulances,  but  the  best  method  of 
operative  treatment  was  as  yet  undeveloped,  and  the  result 
was  that  many  septic  complications  were  seen  at  the  base. 
Next,  it  was  noticed  at  the  base  that  cases  which,  from 
force  of  circumstances,  arrived  there  unoperated  upon,  did 
better  than  those  operated  on  at  the  front.  This  was 
attributed  at  first  to  faulty  technique,  and  within  limits 
this  criticism  was  just,  as  the  right  operation  was  as  yet 
undeveloped,  both  at  the  base  and  the  front. 

The  observation  was  next  made  that  if  patients  were 
kept  quiet  at  the  place  where  they  were  operated  upon 
they  did  well,  while  cases  operated  on  and  apparently 
doing  well  were  reported  to  have  arrived  in  bad  condition 
at  the  base  when  evacuated  early. 

It  thus  became  obvious  that  there  were  two  reasons  for 
head  cases  doing  badly  : (1)  The  want  of  a good  operation, 
(2)  early  evacuation  of  cases  well  operated  on. 

There  were  then  two  alternatives:  The  cases  must  be 
either  operated  on  at  the  front  and  kept,  or  else  evacuated 
as  soon  as  possible  to  the  base  before  operation  ; a patient 
must  not  be  operated  upon  and  evacuated  forthwith.  Two 
procedures  were  therefore  adopted.  In  times  of  pressure 
iioad  cases  were  cleaned  up  and  sent  to  the  baso  at  ouce, 
provided  they  were  lit  to  travel,  and  in  quiet  times  they 
were  operated  on  and  kept  at  rest  at  a casualty  clearing 
station  for  a week  or  ten  days.  Even  this  period  of  rest 
after  operation  proved  too  short,  though  the  results  were 
better  than  iu  earlier  evacuation. 

The  next  step  was  the  establishment  of  special  hospitals 
for  head  cases  at  the  front.  Advantage  was  taken  of  the 
fact  that  a head  case  before  operation  travelled  well,  aud 
the  special  hospitals  were  placed  iu  the  back  part  of  an 
army  area.  Those  hospitals  were  never  subjected  to  the 
sudden  pressure  that  may  fall  on  au  advanced  casualty 


station,  and  consequently  the  cases  could  remain  there  for 
a long  time.  By  this  means  patients  experienced  the 
advantages  both  of  early  operation  and  prolonged  rest. 
The  actual  method  of  evacuation  is  as  follows  : The 

patients  are  brought  from  the  trenches  to  the  casualty 
clearing  station  as  rapidly  as  possible.  Here  they  are 
examined  aud  dressed.  If  the  pulse  is  slow  they  are  sent 
ou  to  the  special  hospital.  If  the  pulse  is  rapid  they  are 
put  to  bed  aud  evacuated  later,  should  they  improve.  No 
special  attention  is  paid  to  the  type  of  wound — reliance  is 
placed  on  the  slow  pulse  as  a sign  that  the  patient  will 
bear  the  journey. 

The  type  of  operation  that  has  eventually  been  found 
most  beneficial  has  been  arrived  at  after  many  changes. 
Workers,  comparatively  far  apart  and  not  in  direct  com- 
munication, have  evolved  very  much  the  same  operation. 
At  the  front  a small  conservative  operation  was  formerly 
practised  which  experience  has  shown  to  have  been  a little 
too  limited  in  scope.  At  the  baso  there  were  two  schools — 
one  favoured  an  extensive  removal  of  bone  and  a scalp 
flap,  the  other  au  enlargement  of  the  scalp  wound  and  a 
limited  removal  of  bone.  Gradually  the  types  of  operations 
have  approximated.  It  has  been  found  that  the  removal 
of  boue  suflicient  to  expose  half  an  inch  square  (1.27  cm.) 
of  uninjured  dura  is  best  suited  to  most  cases.  Opinions 
still  differ,  perhaps,  as  to  the  comparative  merits  of  making 
a flap  or  enlarging  the  scalp  wound.  On  the  whole,  the 
flap  is  the  best  as  a routine,  unless  the  wound,  as  in  the 
case  of  a horizontal  one,  is  so  situated  as  to  compel  the 
use  of  a very  large  on6. 

The  recognition  of  the  fact  that  a slow  pulse  is  not 
necessarily  a symptom  of  compression  (for  it  may  occur 
with  a wide  exposure  of  the  brain),  and  that  the  symptoms, 
paralytic  aud  otherwise,  are  not  due  to  depression  of  frag- 
ments but  to  a destruction  or  commotion  of  the  brain 
matter  which  is  not  remediable  by  operation,  has  also  had 
au  effect  upon  procedure.  In  the  first  place,  a slow  pulse 
is  welcomed  as  a sign  that  recovery  may  follow,  and  it  is 
not  taken  as  a sign  that  operation  is  urgently  needed,  but 
rather  that  it  is  worth  doing.  The  recognition  that  de- 
pression of  fragments  is  not  the  usual  cause  of  the  sym- 
ptoms has  also  done  away  with  the  notion  that  their 
removal  must  be  immediately  undertaken. 

It  is  true  that  the  sooner  a dirty  wound  is  cleaned  up 
the  better,  but  immediate  operation  is  in  many  head  cases 
followed  by  a great  drop  in  blood  pressure,  so  that  some 
delay  may  be  actually  beneficial  on  this  account,  aud 
Colonel  Sargent  has  pointed  out  that  for  at  least  twenty- 
four  hours  after  injury  the  brain  is  liable  to  be  oedematous, 
and  to  extrude  unduly  if  operated  on  while  in  this  con- 
dition. A moderate  delay  has  also  been  said  to  do  good  in 
that  it  allows  adhesions  to  form  between  the  dura  and  the 
pia  mater,  thus  lessening  the  chance  of  a spread  of  infection 
over  the  brain  surface. 

At  the  same  time  that  the  best  type  of  operation  as 
regards  the  scalp  and  bouy  defect  was  being  evolved  many 
other  points  were  in  the  process  of  settlement. 

1.  Excision  of  the  wound  was  soon  decided  on. 

2.  There  was  at  first  considerable  discussion  as  to  how 
far  the  brain  should  be  explored  for  bone  fragments  on  the 
one  hand  and  the  projectile  ou  the  other.  Every  one  was 
agreed  that  an  #-ray  picture  had  become  a necessity,  and 
the  opinion  was  gradually  formed  that  a limited  and  in- 
telligent search  for  bony  fragments  and*  other  foreign 
bodies  was  beneficial,  but  that  attempts  to  reach  a missile 
which  was  deeply  embedded  in  the  brain  was  not  justifi- 
able. Results  seem  to  have  proved  the  correctness  of 
this  line  of  treatment,  for  fragments  of  shell  are  reported 
to  have  caused  little  trouble  provided  their  weight  was  not 
enough  to  cause  pressure  on  the  surrounding  brain  during 
movements  of  the  patient. 

3.  The  fact  that  many  patients  with  head  wounds 
suffered  from  septic  complications,  and  the  general  demand 
for  the  drainage  of  all  wounds,  led  at  first  to  the  employ- 
ment of  drainage  in  most  cases  of  cranial  surgery,  not  only 
of  the  scalp  but  of  the  brain  also.  The  results  of  drainage 
of  the  brain  were  not  satisfactory,  and  gradually  it  was 
abandoned,  at  any  rate  as  a primary  measure.  The  intro- 
duction of  tubes  was  first  omitted,  and  subsequently, 
systematic  attempts  were  made  to  cover  in  the  exposed 
brain,  the  scalp  being  brought  together  over  the  defect  in 
the  bone  and  dura,  either  by  simple  suture,  pericranial 
flaps,  or  relieving  incisions  formed  by  undercutting  the 
scalp.  A drain  introduced  under  the  scalp  is  still  generally 
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employed.  This  covering  up  of  the  brain  seems  to  have 
been  a decided  success,  and,  although  septic  complications 
are  still  too  often  met  with,  they  are  less  frequent  than 
in  former  times.  There  has  consequently  been  a great 
decrease  in  the  number  of  cases  of  hernia  cerebri. 

4.  There  is  still  some  difference  of  opinion  as  to  whether 
small  cranial  depressions  and  linear  fractures  with  slight 
inequality  of  surface,  uncomplicated  by  symptoms,  should 
be  operated  on  in  the  first  instance. 

5.  Most  surgeons  have  accepted  the  recommendation  of 
Sargent  and  Gordon  Holmes  that  depressed  fractures  over 
the  longitudinal  sinuses  should  be  left  alone  in  the  first 
instance. 

6.  Most  operators  are  of  the  opifiion  that  the  dura  mater 
should  not  be  opened  if  found  intact.  The  recognition  that 
true  compression  of  the  brain  is  seldom  seen  has  helped  the 
formation  of  this  opinion. 

7.  A general  anaesthetic  may  with  advantage  be  replaced 
by  the  local  use  of  novocain  and  adrenalin.  If  this  method 
is  adopted  the  patient  is  given  either  liyoscine  and  mor- 
phine or  omnopon  and  scopolamine  an  hour  before  the 
operation. 

Thus,  by  careful  individual  observation,  and  by  the  com- 
parison of  results,  a method  of  treatment  has  been  evolved 
which  is  applicable  to  all  cranial  wounds,  and  capable  of 
modification  in  individual  cases.  It  may  be  summarized 
as  follows : 

A primary  cleansing  of  the  wound.  The  transmission 
of  the  patient  as  soon  as  possible  to  the  hospital  where 
he  will  convalesce.  The  taking  of  *-ray  pictures.  The 
excision  of  the  scalp  and  bone  wound.  A limited  and 
careful  removal  of  foreign  bodies.  The  covering  of  the 
exposed  brain.  The  closure  of  the  wound,  with  superficial 
drainage,  and  a prolonged  rest  in  bed. 

FRACTURES. 

The  tendency  throughout  the  war  has  been  to  abandon  all 
constricting  splints  and  to  trust  to  extension  for  fixation 
of  fragments.  In  the  first  place,  a bandage  round  a limb, 
which  might  from 
swelling  or  move- 
ment cause  con- 
striction, was 
found  to  favour 
the  onset  of  gas 
gangrene,  and  in 
the  second,  the 
various  forms  of 
Thomas’s  splint, 
in  which  the  limb 
lies  on  a cradle, 
gained  more  and 
more  reputation  as 
a means  of  efficient 
splintage.  Few 
other  splints  are  now  used  on  the  lower  extremity.  It 
is  curious  that  while  plaster  splints,  both  as  emergency 
contrivances  and  as  a means  of  permanent  fixation,  have 
steadily  increased  in  use  in  the  French  army,  in  our  own 
they  have  as  steadily  fallen  into  disuse. 

The  treatment  of  a compound  fracture  must  be  divided 
into  two  parts : («)  The  cleansing  of  the  wound ; ( b ) the 
setting  or  reduction  of  the  fracture,  followed  by  its  main- 
tenance in  good  position.  In  the  early  stages  the  first  is 
by  far  the  most  important,  and  on  its  attainment  depends, 
within  limits,  the  success  of  the  second. 

Total  immediate  reduction  is  good  and  to  be  aimed  at, 
provided  it  can  be  carried  out  without  prejudice  to  the 
cleansing  of  the  wound,  but  an  incomplete  reduction,  or 
even  no  reduction  at  all,  may  be  advantageous  by  aiding 
the  disinfection  of  the  wound.  Surgeons  working  at  the 
front  are  therefore  mainly  concerned  with  the  primary 
cleaning  of  the  wound  and  with  the  means  to  transport  a 
patient  to  the  base  with  comfort  and  without  detriment  to 
the  wounded  limb. 

The  organisms  that  infect  a compound  fracture  may  be 
roughly  divided  into  two  classes : (a)  Anaerobic  or  gas 
gangrene  producing  infection  ; ( b ) infection  due  to  pus- 
producing  organisms. 

Anaerobic  or  gas  gangrene  producing  infection  affects, 
chiefly  the  muscles,  is  sudden  in  onset  and  development, 
but  tends  to  die  out  if  not  fatal  in  the  early  stages. 


Infection  by  pus  producing  organisms  affects  all  the 
structures  of  a limb,  is  generally  of  slower  development, 
and  fatal  at  a considerably  later  period.  The  first  (a)  is 
the  chief  cause  of  death  at  the  front,  the  second  (b)  of 
death  at  the  base. 

From  the  fact  that  it  affects  muscles,  the  first  is  more 
amenable  to  treatment  by  mechanical  means — the  excision 
of  the  affected  part  or  part  likely  to  be  infected;  but  the 
second,  giving  little  indication  of  its  presence,  cannot  bo 
so  easily  removed  by  such  means. 

At  the  beginning  of  the  war  fractures  were  treated  very 
much  as  they  were  in  South  Africa.  It  is  true  that  frag- 
ments of  projectiles  and  clothing  were  removed,  but  more 
attention  was  paid  to  the  solution  of  continuity  of  the 
bones  than  to  the  cleansing  of  the  wound. 

The  occurrence  of  gas  gangrene  quickly  called  for  a 
remedy,  which  was  found  in  amputation  or  incisions  into 
the  limb.  Then  came  the  demand  from  the  base  for  free 
drainage.  At  first  small  tubes  were  used;  as  these  proved 
inefficacious,  large  tubes  were  substituted.  At  the  same 
time  came  a more  systematic  search  for  foreign  bodies. 
This  produced  an  improvement,  and  it  was  reported  that 
the  cases  that  came  down  with  adequate  drainage,  espe- 
cially those  with  dependent  drainage,  stood  a far  better 
chance  than  those  in  whom  such  measures  were  not 
taken. 

About  this  time  attention  was  drawn  to  the  fact  that 
many  flesh  wounds,  if  freely  excised,  could  be  sutured  with 
success.  The  application  of  this^principle,  though  it  could 
not  be  applied  in  toto  to  fractures,  led  to  more  extensive 
opening  up  and  to  better  mechanical  cleaning  by  the  ex- 
cision of  all  dead  tissue  and  the  more  efficient  removal 
of  foreign  bodies.  These  measures  greatly  reduced  the 
occurrence  of  gas  gangrene  and  produced  an  improvement 
in  the  suppurative  infections.  At  the  same  time  as  these 
improvements  were  taking  place  in  operative  technique 
the  adoption  of  the  Thomas  splint  for  the  lower  extremity 
in  one  of  its  many  forms  was  steadily  working  its  own  good. 
The  stretcher  in  the  ambulance  car  and  the  cot  in  the 
train  presented  a difficulty — there  was  nothing  on  which 

to  rest  the  splint. 
This  difficulty  was 
overcome  by  two 
methods.  (1)  A 
form  of  Thomas’s 
splint  (devised  by 
Captain  Max  Page) 
provided  with  an 
attached  foot- piece 
or  prop  was  used 
so  that  the  splint 
was  raised  off  the 
stretcher  and  the 
limb  lay  slung,  as 
it  should,  in  the 
splint.  (2)  Two 
forms  of  iron  bracket  (devised  respectively  by  Lieutenant- 
Colonel  Frankau  and  Captain  Richards),  attached  to  the 
foot  of  the  stretcher,  allowed  the  Thomas  splint  to  be 
suspended  above  the  canvas  of  the  stretcher. 

Patients  thus  travelled  easily  in  the  motor  ambulances, 
and  the  difficulty  of  the  cot  in  the  train  was  easily  sur- 
mounted by  sending  the  patient  down  on  the  stretcher. 
This  latter  expedient  has  been  of  great  benefit  to  the 
wounded,  as  once  placed  on  his  stretcher  at  the  casualty 
clearing  station  he  can  remain  undisturbed  until  he 
reaches  his  bed  at  the  base. 

The  fixation  in  a Thomas  splint  depends  upon  the 
extension.  An  efficient  extension  is  therefore  of  prime 
importance.  Sinclair’s  glue  has  provided  the  means.  It 
is  easily  and  quickly  applied,  and  has  the  additional 
advantage  that  it  produces  no  constriction  of  the  limb. 
It  has  another  advantage,  it  can  be  used  when  only 
a short  portion  of  the  leg  is  available,  a very  great 
gain  when  dealing  with  limbs  covered  with  multiple 
wounds. 

There  are,  of  course,  a few  fractures  of  the  femur  that 
cannot  be  treated  with  Thomas’s  splint — namely,  those  in 
which  a wound  has  been  received  on  the  part  covered  by 
the  ring.  For  these  the  old  Liston  splint  is  used,  or  in 
some  cases  the  abduction  frame  of  Jones,  though  the 
bulk  of  the  latter  makes  it  unsuitable  for  work  at  the 
front. 
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Below  the  kuee  the  Thomas  splint  can  nearly  always  be 
used,  except  in  those  cases  in  which  the  fracture  is  near 
the  ankle.  Even  here  it  is  often  possible  to  use  it  by  the 
ai  I of  the  sole  extension  as  devised  by  Sinclair. 

In  the  case  of  fractures  of  the  upper  extremity  the 
Thom  is  splint  has  not  proved  so  satisfactory,  but  only  for 
the  reason  that  the  straight  posture  of  the  arm  is  unsuited 
to  transport  except  under  special  circumstauces,  as  in 
transit  by  barge.  The  form  of  Thomas  splint  for  the 
bent  arm  has  not  proved  a success.  For  transport  the 
form  of  internal  angular  splint,  with  a hinged  back  piece 
for  the  upper  arm  as  devised  by  Captain  Colin  Clarke,  is 
probably  the  best. 

The  development  of  the  operative  side  of  the  casualty 
clearing  station  and  the  provision  of  x rays  has  been  of 
incstim  ible  benefit  to  the  patient.  There  can  be  no  doubt 
that  tha  chance  of  the  patient  recovering  with  a good  limb 
and  of  escaping  a long  period  of  suppuration  depends  on 
the  attention  that  can  be  paid  to  his  wound  in  the  first 
instance.  No  amount  of  after  care  can  ever  make  up  for 
the  want  of  it  at  the  first  moment.  A thorough  and 
deliberate  operation  is  all-important.  There  must  be  a free 
opening;  the  cavity  must  bo  explored  by  the  eye,  and  not 
only  by  the  finger,  otherwise  dead  tissue  and  possibly 
foreign  bodies  will  be  passed  over. 

When  first  received,  the  wound  is  dirty,  but  the  number 
of  pus-producing  bacteria  is  comparatively  few.  In  a few 
days  it  is  probable,  no  matter  what  treatment  is  adopted, 
that  they  will  have  greatly  increased  in  number.  If  the 
first  operation  has  been  incomplete,  a second  may  bo 
necessary  at  the  very  time  that  the  wound  is  in  the  worst 
possible  state,  and  the  procedure  necessary  to  supplement 
the  primary  operation  may  be  disastrous  in  exposing 
fascial  planes  to  infection  from  a wound  teeming  with 
bacteria. 

The  early,  deliberate  and  efficient  cleansing  of  the  wound 
is  the  basis  of  success,  no  matter  what  chemicals  are  used 
after  it  is  completed. 

Reference. 
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The  number  of  chest  wounds  admitted  to  the  clearing 
stations  is  about  2 per  cent,  of  the  whole  number  of  wounds 
admitted.  'The  most  favourable  cases  are  those  in  which 
a bullet  has  gone  right  through  the  chest;  the  least  favour- 
able, those  made  by  a piece  of  shell  which  is  retained 
within  the  chest. 

In  cases  where  the  missile  has  involved  both  the  chest 
and  the  abdomen  the  prognosis  is  very  unfavourable. 
Occasionally  the  whole  stomach,  or  part  of  the  intestine, 
is  drawn  up  into  the  pleura  through  a wound  of  the 
diaphragm.  In  other  cases  the  abdominal  viscera  are  so 
injured  as  to  prevent  recovery.  I11  any  case  the  addition 
of  a wound  of  these  organs  to  the  temporary  loss  of  the 
use  of  one  lung,  which  is  the  usual  result  of  a wound  of  the 
chest,  produces  a condition  from  which  very  few  recover. 
Injury  to  the  spinal  cord  is  a still  more  fatal  complication. 

The  following  notes  are  chiefly  drawn  from  a consecutive 
series  of  211  cases,  of  which  careful  observations  were 
made  and  recorded  at  the  time. 

The  patients  are  often  much  collapsed  at  time  of  admis- 
sion, so  that  in  many  cases  the  heart  cannot  be  felt,  and  in 
some  cannot  even  he  heard  for  the  first  twenty  four  hours. 
With  warmth,  rest,  aud  morphine,  they  improve  greatly 
by  the  second  day. 

Few  cases  bleed  dangerously  from  the  external  wound. 
When  this  occurs,  it  can  usually  be  stopped  by  plugging 
the  wound.  There  is  often  much  distress  if  the  external 
wound  admits  the  free  entry  aud  exit  of  air  in  respiration. 
It  is  almost  at  once  relieved  if  the  wound  be  made  air- 
tight with  strapping  ovfer  the  dressing.  For  these  large 
openings  into  the  pleura,  in  which  sometimes  three  or  four 
ribs  are  smashed,  and  infection  from  the  opcu  air  would  bo 
almost  inevitable,  a form  of  procedure  lias  recently  been 
adopted  which  promises  well.  After  careful  paring  of 
the  wound,  removal  of  loose  bone,  and  blunting  of  sharp 


edges,  tlie  skin  and,  where  possible,  the  muscles  are 
drawn  together  aud  stitched  over  the  aperture,  leaving 
either  only  a small  hole  for  a drainage  tube  or  none. 
If  a tube  is  left  in,  the  cavity  is  tlieu  filled  with  au 
antiseptic.  One  surgeon  is  using  emerald  green,  1 part 
to  1,000  of  solution  of  gum  tragacauth,  for  this  purpose. 

In  all  but  fourteen  of  the  series  there  were  signs  of 
liaemothorax.  It  is  rare  for  the  effusion  to  increase  in 
extent  under  observation.  The  chief  safeguard  against 
continued  haemorrhage'  is  collapse  of  the  lung.  In  one 
case  which  died  from  repeated  external  haemorrhage  the 
luug  was  found  adherent  to  the  pleura  throughout. 
Collapse  had  not  iu  consequence  taken  place.  In  another 
(uot  in  this  series)  that  died  with  an  increase  of  the 
liaemothorax,  by  repeated  internal  haemorrhage,  a piece 
of  metal  was  found  lodged  in  a large  pulmonary  vessel 
which  it  had  partially  but  not  completely  severed.  The 
retraction  of  the  vessel  was  thus  prevented. 

When  the  effusion  is  moderate  in  size,  reaching  not 
above  the  middle  of  the  scapula,  nor  further  forward  than 
the  mid-axillary  line,  it  does  not  cause  serious  distress. 
These  cases  form  the  great  majority.  Iu  them  by  the 
third  day  the  pulse  falls  to  84,  the  respirations  to  28,  aud 
the  temperature  will  be  falling  also.  Since  tlie  observa- 
tions of  Bradford  have  shown  that  fresh  haemorrhage 
hardly  ever  occurs  after  the  lapse  of  seventy-two  hours 
from  the  wound,  such  cases  were,  as  a rule,  evacuated  at 
the  end  of  that  time.  Information  from  the  base  showed 
that  this  policy  was  not  attended  by  any  bad  results. 

When  the  effusion  is  greater  than  this,  specially  if  it  is 
complicated  by  pneumothorax,  the  patient  usually  shows 
distress.  The  heart  is  displaced,  the  pulse  is  above  100 
and  tlie  respiration  is  over  32.  Such  cases  are  not  fit  to 
travel.  They  should  be  aspirated,  and  about  a pint  of 
blood  and  as  much  air  as  possible  should  be  withdrawn. 
Some  were  rendered  comfortable  by  this  procedure  and  were 
able  to  travel  without  damage  on  the  fourth  or  fifth  day. 
It  must  be  noted  that  the  hospital  was  close  to  the  train, 
and  that  though  the  journey  might  last  even  to  thirty 
hours  the  conditions  were  comfortable. 

It  was  not  thought  desirable  at  so  early  a stage  to 
remove  the  fluid  completely  with  the  aid  of  oxygen  re- 
placement; that  procedure  was  therefore  left  for  the  base 
hospitals. 

In  the  latter  part  of  the  year  1916  a new  method  of 
treatment  was  adopted  in  a limited  number  of  cases, 
especially  in  patients  in  whom  a missile  was  found  by 
x rays  to  be  retained  in  the  chest.  On  the  second  day  after 
the  injury,  ribs  were  resected  or  a costal  flap  turned  back, 
the  pleura  opened,  and  the  missile  removed.  The  pleura 
was  then  thoroughly  washed  out,  and  the  whole  wound 
carefully  closed.  The  number  of  cases  so  treated  is  as  yet 
insufficient  to  enable  definite  conclusions  to  be  drawn,  but 
experience  is  so  far  favourable. 

The  complications,  other  than  mere  size  of  the  liaemo- 
thorax, which  prevented  early  evacuation,  were  either 
septic  infection  of  the  effusion  on  the  wounded  side,  or 
some  disease  of  the  lung  on  the  opposite  or  unwounded 
side.  In  many  cases  a missile  rakes  the  chest  and  enters 
both  pleurae.  Neither  lung  can  then  be  called  unwounded. 
The  term  is  confined  to  cases  where  one  pleura  alone  has 
been  injured.  These  complications  will  now  be  con- 
sidered. 

In  some  cases  the  patient  may  be  comfortable  while  at 
rest  and  have  no  fever,  but  on  examination  there  may  be 
the  signs  of  consolidation  of  the  unwounded  luug,  and 
movement  may  produce  shortness  of  breath  aud  some 
cyanosis.  In  such  cases  the  condition  is  that  of  massive 
collapse  of  part,  usually  at  the  base,  of  the  unwounded 
lung.  The  side  is  often  contracted,  the  heart  is  drawn 
over,  and  the  x rays,  if  available,  show  the  diaphragm 
raised  and  motionless.  This  condition,  familiar  after 
abdominal  operations  ill  civil  life,  was  found  by  Bradford  to 
be  a frequent  complication  of  clast  wounds.  It  clears  up 
in  about  a week. 

1 11  other  cases  there  may  be  an  increasing  cyanosis  and 
distress,  even  at  rest,  for  which  the  condition  of  the 
wounded  side  does  not  account.  On  the  un wounded  side 
there  may  be  the  signs  of  bronchopneumonia.  Some  of 
these  are  true  cases  of  that  disease.  But  more  of  them 
.are  due  to  engorgement  of  the  unwounded  lung  which 
affects  the  back  and  the  lower  lobe  chiefly.  The  whole  of 
tlie  affected  part  is  solid  with  blood,  and  on  section  pre- 
sents a glistening  surface  of  dark  crimson  colour.  Its 
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causation  is  not  clear,  but  the  situation  argues  failure  of 
the  pulmonary  circulation. 

Unquestionably,  however,  if  the  cases  be  followed 
through,  the  most  common  complication  of  chest  wounds 
is  infection  of  the  haemothorax.  When  cases  are  sent 
down  on  the  fourth  day  not  many  infected  cases  are 
seen  at  the  clearing  station.  It  is,  however,  important 
that  the  medical  officer  should  be  quick  to  mark  its 
symptoms.  The  face  is  pale,  though  there  may  be  a local 
flush,  the  expression  anxious,  the  tongue  dry,  the  appetite 
bad,  and  there  may  be  vomiting.  The  pulse  and  respira- 
tion usually  quicken  and  the  temperature  rises.  In  many 
cases  gas  formation  within  the  thorax  is  shown  by  the 
alteration  of  the  physical  signs  and  the  displacement  of 
the  heart.  But  this  does  not  always  occur,  nor  are  any  of 
the  other  symptoms  constant. 

Briefly  speaking,  whenever  the  medical  officer  is  dis- 
satisfied with  the  progress  of  the  patient  and  cannot 
otherwise  explain  it,  he  should  always  suspect  septic 
infection.  If  suspicion  is  aroused,  aspiration  should  be 
performed  at  once.  Sometimes  the  fluid  will  be  found  to 
stink,  or  it  may  be  seen  to  contain  pus,  or  the  froth  may 
remain  permanently  crimson  from  haemolysis.  Any  of 
these  signs  is  sufficient  to  indicate  that  a free  opening 
should  immediately  be  made.  If  doubt  remains,  it  is  well, 
after  drawing  off  a pint  of  the  effusion,  to  leave  the  patient 
' for  a day,  and,  unless  he  has  by  then  obviously  improved, 
j to  operate.  Bacteriological  evidence,  when  forthcoming, 
is  valuable  as  a confirmation,  but  it  is  on  the  one  hand 
uncertain,  for  the  infection  may  be  confined  to  a certain 
part  only  of  the  pleura,  and  on  the  other,  may  cause 
j considerable  delay.  Clinical  evidence  should  always  be 
trusted,  and  action  taken  upon  it  without  hesitation. 

Five  cases  of  septic  infection  occurred  before  the  fifth 
day  after  the  wound  in  the  present  series  of  cases.  In  all 
a free  opening  was  made  at  the  clearing  station,  and  all 
these  patients,  though  some  of  them  were  very  ill  for  a 
time,  recovered  sufficiently  to  be  evacuated. 

In  the  whole  series  there  were  twenty-two  deaths,  of 
which  two  were  due  to  wounds  of  the  heart,  ten  to  con- 
ditions of  the  pleura  and  lungs,  and  ten  to  wounds  of  the 
spine  or  abdomen.  The  remainder  were  evacuated. 
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From  the  point  of  view  of  the  anaesthetist,  wounded  men 
may  be  divided  into  three  main  classes : 

1.  The  lightly  wounded. 

2.  Those  suffering  from  serious  wounds  with  more 
or  less  shock  and  haemorrhage,  the  two  factors  being 
commonly  associated. 

3.  Those  suffering  from  a severe  degree  of  sepsis, 
especially  anaerobic  infection. 

The  choice  of  anaesthetic  depends  on  which  of  these 
classes  the  patient  belongs  to,  as  well  as  on  the  region  of 
the  body  injured. 

1.  The  Lightly  Wounded. 

These  patients  are  good  subjects  for  anaesthesia,  so  that 
the  chief  desiderata  are  safety,  speed,  and  convenience. 
’The  ideal  anaesthetic  is  one  with  which  induction  is  rapid, 
and  recovery  complete  a few  minutes  after  operation,  so 
that  the  patient  is  in  tit  condition  for  early  evacuation  by 
ambulance  train. 

Gas  and  oxygen  anaesthesia  meets  these  requirements 
best.  With  its  help  a greater  number  of  these  cases  can 
be  dealt  with  satisfactorily  in  a limited  time  than  with 
any  other  anaesthetic.  When  this  method  is  not  available, 
ether  should  be  used.  The  ether  is  best  administered 
as  a warm  vapour  by  “ Shipway’s  apparatus,”  as  both 
induction  and  recovery  are  more  rapid  than  with  the 
open  method. 

Local  anaesthesia  can  only  be  employed  in  a small 
number  of  cases,  on  account  of  the  multiplicity  of  wounds 
and  their  lacerated  and  soiled  condition. 


II.  The  Seriously  Wounded. 

In  the  more  serious  cases  the  one  consideration  is  safety. 
In  other  words,  we  require  an  anaesthetic  which  will  not 
be  harmful  to  a patient  who  is  still  suffering  from  the 
shock  of  injury,  and  one  which  will  minimize  the  shock  of 
operation. 

Spinal  Anaesthesia. 

It  has  been  urged  that  spinal  anaesthesia  would  meet 
these  requirements,  especially  in  wounds  of  the  legs  and 
thighs,  and  would  therefore  be  of  great  value  in  military 
surgery.  In  practice,  however,  it  is  found  that  the  intra- 
thecal administration  of  stovaine  has  dangers  of  its  own 
when  applied  to  men  whose  wounds  are  recent.  In  a large 
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In  the  charts  the  continuous  tine  represents  blood  pressure  in 
millimetres  of  mercury.  The  dotted  line  represents  pulse  rate 
per  minute. 

Chart  I.— Spinal  anaesthesia.  Group  A.  Stovaine  0.075  gram. 
Wounds  of  leg  and  buttock  twenty-one  hours.  Haemoglobin  85  per 
cent.  Operation  conservative.  Death  twenty-four  hours  later 
from  gas  gangrene. 

proportion  of  these  cases  the  administration  is  followed  by 
a great  fall  of  blood  pressure  and  symptoms  of  cerebral 
anaemia,  that  is,  pallor,  vomiting,  loss  of  consciousness,  and 
occasionally  convulsions.  The  syncope  is  sometimes  fatal. 
It  is  in  the  man  who  has  lost  blood,  and  whose  wounds 
are  less  than  forty  hours  old,  that  spinal  anaesthesia  is 
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Chart  II.— Spinal  anaesthesia.  Group  B.  Stovaine  0.1  firam 
with  glucose.  Wounds  of  thigh  sixteen  hours.  Haemoglobin 
102  per  cent.  Operation  conservative.  Recovered. 

dangerous.  This  is  shown  by  an  analysis  of  fifty  consecutive 
cases  operated  on  at  a clearing  station  under  stovaine 
spinal  anaesthesia. 
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All  the  patients  bail  wounds  of  the  lower  extremities. 
In  each  case  the  percentage  of  haemoglobin  in  the  patient’s 
blood  was  estimated  before  operation ; a low  percentage  of 
haemoglobin  in  a man  whose  wounds  are  recent  may  be 
taken  to  indicate  that  the  patient  has  bled.  The  fifty 
cases  fall  into  three  groups  : 

Group  A. — Men  operated  on  within  forty  hours  of 
receiving  their  wounds,  and  whose  blood  was  dilute 
(indicating  haemorrhage). 

Group  B. — Men  operated  on  within  forty  hours  of 
receiving  their  wounds,  whose  blood  was  not  dilute. 

Group  C. — All  cases  iu  which  a greater  interval  than 
forty  hours  had  elapsed  between  wounding  and  operation. 
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Chaut  III. — Spinal  anaesthesia.  Group  C Stovaine  0.1  cram 
with  glucose.  Wound  of  thigh  and  femoral  artery  twenty-three 
days.  Haemoglobin  45  per  cent.  Gangrene  of  leg.  Amputation 
lower  third  thigh.  Recovered. 

In  Group  A there  were  twenty-two  cases.  Of  these, 
nineteen  showed  symptoms  of  collapse  after  injection  of 
the  anaesthetic.  The  average  fall  of  blood  pressure  was 
57  mm.  of  mercury  ; in  only  three  cases  was  the  fall  of 
pressure  less  than  35  mm.,  the  greatest  fall  was  99  mm. 

In  Group  B there  were  sixteen  cases.  Of  these,  only 
three  developed  any  untoward  symptoms  after  injection, 
and  these  were  trivial — in  one  case  nausea  and  in  the 
other  two  pallor  only.  The  average  fall  of  blood  pressure 
was  17  mm.,  the  greatest  33  mm. 

In  Group  C there  were  six  cases.  None  showed  any 
symptoms  of  collapse.  The  average  fall  of  blood  pressure 
was  19.7  mm.  and  the  greatest  35  mm. 

For  the  prevention  or  combating  of  the  collapse  the 
most  important  factor  was  found  to  be  the  position  of  the 
patient ; the  symptoms  are  alleviated  by  raising  the  legs 
and  lowering  the  head.  It  is  safe  to  lower  the  head 
fifteen  minutes  after  injection.  Neither  strychnine  nor 
pituitrin  were  of  any  use  in  combating  the  collapse, 
nor  did  preliminary  injection  of  strychnine  prevent  it. 
The  dose  of  stovaine  given  varied  from  0.05  to  0.1  gram, 
and  within  these  limits  the  fall  of  blood  pressure  was  not 
proportional  to  the  dose  of  the  drug.  Some  of  the  greatest 
falls  of  pressure  were  associated  with  the  smallest  doses 
of  stovaine  and  vice  versa.  With  doses  smaller  than 
0.05  gram,  the  anaesthetic  effects  were  so  slow  and 
uncertain  as  to  make  the  method  impracticable  at  a 
clearing  station. 

Wounds  of  the  Limbs  Necessitating  Amputation. 
There  are  few  more  unfavourable  subjects  for  anaes- 
thesia than  the  man  who  is  suffering  from  the  shock  of  a 
recently  shattered  limb,  and  who  has  to  undergo  the 
further  shock  of  amputation.  The  mortality  of  these 
cases  can  be  greatly  reduced  if  correct  procedure  be 
followed. 

In  the  first  place,  the  patient  must  be  put  to  bed  and 
surrounded  with  hot  bottles  or  a hot-air  bath.  However 
urgent  operation  may  be  surgically,  it  is  useless  to 
perform  it  before  the  patient  has  been  thoroughly 
warmed  up. 


Iu  the  second  place,  morphine  should  be  withheld 
before  operation  or  given  only  in  small  doses. 

In  the  third  place,  gas  and  oxygen  should  be  the 
anaesthetic  used  for  operation.  Results  are  so  much 
better  with  this  mixture  that  no  other  anaesthetic  is 
justifiable. 

If  chloroform  be  used,  the  patient’s  condition  will 
deteriorate  during  the  administration,  and  he  will  not 
rally  afterwards.  With  inhalation  ether  the  condition 
may  improve  and  the  blood  pressure  rise  during  operation, 
but  there  will  be  a collapse  during  the  next  two  hours. 
With  intravenous  ether  the  temporary  improvement  is 
more  striking  and  the  after-collapse  more  profound  and 
more  often  fatal. 

Shock. 

Shock  is  a condition  which  still  evades  precise  definition, 
although  seen  so  commonly  in  wounded  men.  The  injuries 
which  cause  it  are  almost  invariably  severe  in  themselves, 
that  is,  they  involve  important  structures  or  extensive 
areas  of  tissue.  In  a typical  caso  there  is  dusky  pallor  of 
the  face,  the  radial  pulse  is  flickering  or  imperceptible,  and 
the  surface  temperature  low.  There  is  repeated  vomiting, 
but  the  patient  shows  remarkably  little  mental  disturb- 
ance, and  may  be  fully  conscious  and  intelligent  within  a 
few  minutes  of  death.  The  arterial  blood  pressure  is  often 
higher  than  might  be  expected  from  the  character  of  the 
pulse,  and  shock  is  usually  profound  if  associated  with  a 
systolic  pressure  lower  than  80  mm.  of  mercury  ; we  refer 
to  readings  taken  by  means  of  a Riva-Rocci  sphygmomano- 
meter with  auscultation  over  the  brachial  artery.  The 
blood  in  the  capillaries  of  the  extremities  is  dark  and 
cyanotic.  In  cases  of  shock  unassociated  with  haemor- 
rhage we  have  found  the  blood  to  be  more  concentrated 
than  normal. 


Treatment  of  Shock  before  Operation. 

We  have  stated  that,  however  urgent  it  may  be,  opera- 
tion should  not  be  performed  on  a patient  suffering  from 
shock  until  means  have  been  taken  to  mitigate  this 
condition. 

The  one  measure  which  commonly  produces  definite 
improvement  is  the  application  of  external  warmth.  Ex- 
cellent results  have  beeu  obtained  by  the  application  of 
heat  from  electric  light  lamps  or  by  the  use  of  an 
improvised  hot-air  bath,  and  if  such  a patient  as  we  have 
described  be  put  to  bed  and  treated  by  these  methods,  or 
surrounded  with  hot  bottles,  his  surface  temperature  rises, 
his  colour  improves,  and  his  arterial  blood  pressure  will  as 
a rule  go  up  steadily  for  several  hours.  He  will  then  be 
much  less  likely  to  succumb  if  subjected  to  a severe 
operation. 

Fluids  are  best  given  either  by  mouth  or  rectum.  Sub- 
cutaneous infusion  produces  no  measurable  effect  in  this 
type  of  case ; and  if  death  occurs  as  late  as  thirty  hours 
after  infusion,  the  bulk  of  the  fluid  will  still  be  found  in 
the  subcutaneous  tissues.  The  intravenous  administration 
of  saline  is  of  little  use  before  operation.  It  causes  a 
temporary  rise  of  blood  pressure  and  slowing  of  the  pulse 
rate,  but  does  not  render  the  patient  less  susceptible  to 
further  shock.  The  blood  pressure  falls  again  as  soon  as 
operation  is  begun.  Transfusion  is  best  done  towards  the 
end  of  operation ; it  will  then  often  cause  a lasting  im- 
provement in  the  patient’s  condition.  We  have  found  that 
hypertonic  saline  produces  a more  lasting  elevation  of 
blood  pressure,  slowing  of  the  pulse,  and  dilution  of  the 
blood  than  does  the  normal  solution.  Transfusion  with 
blood  gives  still  better  results.  The  use  of  artificial 
viscous  fluids  is  still  under  trial. 


The  Limitation  of  Shock  during  Operation. 

The  recently  injured  patient  is  particularly  susceptible 
to  further  shock,  and  this  susceptibility  is  increased  by 
certain  drugs  used  in  the  production  of  anaesthesia,  for 
example,  chloroform,  ether,  and  morphine  in  large  doses. 
These  drugs  should  therefore  be  avoided  in  dealing  with  a 
patient  who  is  suffering  from  recent  wounds  and  who  has 
to  undergo  a severe  operation  such  as  amputation  through 
the  thigh.  Chart  IV  shows  the  serious  fall  of  blood 
pressure  which  occurred  an  hour  after  amputation  under 
ether  vapour  anaesthesia.  Charts  V and  VI  illustrate  the 
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still  greater  collapse  after  intravenous  ether.  Chart  VII 
shows  how  trivial  is  the  effect  on  pulse  rate  and  blood 
pressure  when  the  operation  is  done  under  gas  and 
oxygen. 

We  have  already  indicated  that  amputation  is  a much 
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and  oxygen  is  administered  through  a catheter  passed 
down  the  more  patent  of  the  two  nostrils. 

Wounds  of  the  Chest. 

Ether  should  not  be  administered  to  a patient  with  a 
perforating  wound  of  the  chest,  as  it  usually  provokes 
fresh  intrathoracic  haemorrhage.  For  small  operations, 
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Chart  IV. — Anaesthesia  by  ether  vapour.  Wound  of  leg  thirty- 
six  hfiurs ; tibia  shattered.  Haemoglobin  62  per  cent.  Amputation  ' 
lower  third  thigh.  Recovered. 


Chart  VI. — Anaesthesia  by  intravenous  ether.  Wound  of  leg 
six  days.  Secondary  haemorrhage  seven  hours  before  operation. 
Amputation  mid-thigh  ; collapse  and  death  eighty  minutes  after. 


less  dangerous  procedure  to  a patient  who  is  not  already 
suffering  from  shock  or  haemorrhage.  Chart  III  was  an 
example  of  amputation  under  spinal  anaesthesia,  and 
Chart  VIII  under  intravenous  ether,  both  in  cases  of 
severe  sepsis  but  in  which  the  initial  shock  of  injury  had 
passed  off.  Chloroform  is  dangerous  even  in  this  type  of 
case ; Chart  IX  illustrates  a fatal  example. 

Wounds  of  the  Head. 

Operations  on  the  head  may  be  performed  under  local 
anaesthesia.  All  tissues  of  the  scalp  are  infiltrated  in  a 
circle  surrounding  the  site  of  operation  with  a solution  of 
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such  as  the  resection  of  a rib,  local  anaesthesia  should  be 
employed.  The  intercostal  nerves  of  the  rib  to  be  resected 
and  the  rib  above  are  blocked  by  injection  of  a solution  of 
novocain  and  adrenalin  into  the  subcostal  grooves  close 
to  the  angles  of  the  ribs.  For  more  extensive  operations, 
requiring  general  anaesthesia,  we  give  a preliminary  injec- 
tion of  morphine  gr.  J,  liyoscine  gr.  tJtt*  and  atropine 
gr.  and  follow  this  with  a minimal  amount  of  warm 
chloroform  vapour  with  oxygen. 


Wounds  of  the  Abdomen. 

For  these  cases  we  have  found  the  most  satisfactory 
anaesthetic  to  be  a warmed  mixture  of  ether  vapour  and 
oxygen.  Compared  with  “ open  ether,”  we  find  that  the 
warm  vapour  gives  a more  rapid  and  quiet  induction, 
easier  breathing,  and  diminished  heat  loss  during  operation 
and  less  vomiting  afterwards. 
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Chart  V. — Anaesthesia  by  intravenous  ether.  Wound  of  thigh 
twenty-two  hours ; femur  fractured.  Haemoglobin  84  per  cent. 
Operation  conservative.  Recovered. 


Chart  VII.— Anaesthesia  by  gas  and  oxygen.  Wound  of  thigh 
twenty-one  hours;  femur  shattered.  Patient  pale  and  vomiting. 
Haemoglobin  82  per  cent.  Amputation  mid-thigh.  Recovered. 


novocain  and  adrenalin.  No  pain  is  felt  even  when  bone 
and  dura  are  dealt  with.  On  the  other  hand,  the  forcible 
cutting  of  bone  is  disturbing  to  the  patient,  so  that  where 
mentality  is  unimpaired,  liyoscine  and  morphine  should  be 
given  an  hour  before  operation.  If  general  anaesthesia  is 
preferred,  this  may  be  obtained  safely  and  conveniently 
with  Shipway’s  apparatus.  A warmed  mixture  of  ether 
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Men  wounded  in  the  abdomen  are  especially  liable  to 
develop  bronchitis,  perhaps  owing  to  deficient  movement 
of  the  lower  part  of  the  chest.  In  a series  of  these  cases 
anaesthetized  with  open  ether,  54  per  cent,  developed 
bronchitis  after  operation.  In  a comparable  series 
anaesthetized  with  warm  ether  vapour,  the  percentage 
of  bronchitis  was  only  14.7. 
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Blood  Pressure  during  Operations  on  the  Wounded 
Abdomen. 

Dimu*'  the  course  of  ;ui  ether  vapour  anaesthetic  the 
blood  pressure  shows  a tendency  to  rise,  but  if  there  is 
much  manipulation  of  gut  aud  mesentery,  it  will  gradually 
fall.  The  process  may  be  continued  for  hours  without  the 
pressure  falling  to  a dangerous  level.  Exposure  of  gut 
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Chart  VIII.— Anaesthesia  by  intravenous  ether.  Wounds  of 
botli  thiglis  fifteen  days.  Left  thigb  ainnutated  thirteen  days. 
Severe  sepsis,  persistent  bicconyb  aud  vomiting.  Amputation  lower 
third  right  thigh.  Recovered. 


outside  the  abdominal  cavity  produces  a much  more 
serious  effect.  If  more  than  two  or  three  feet  are  ex- 
posed, the  blood  pressure  will  commence  to  fall  after  a 
few  minutes,  and  will  continue  to  fall  rapidly  until  the  gut 
is  replaced.  This  effect  is  seen  when  stomach  and 
omentum  are  exposed,  and  even  with  great  omentum 
alone.  The  indication  is  that  surgeons  should  make  big 
incisions,  and  work  as  far  as  possible  with  the  gut  lying 
inside  the  abdomen.  Covering  the  exposed  gut  with  pads 
wrung  out  in  hot  saline  does  not  prevent  the  fall  of  blood 
pressure. 

Exposure  of  gut  produces  far  less  effect  if  the  patient  is 
not  under  an  anaesthetic.  We  have  seen  men  arrive  from 
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Chaiit  IX.— Anaesthesia  by  chloroform  vapour.  Wound  of  leg 
seven  days.  Secondary  amputation  lower  third  this'll.  Death 
ten  hours  after  operation. 

the  line  with  several  feet  of  intestine  prolapsed  through  a 
wound,  yet  their  blood  pressure  was  within  normal  limits. 
In  one  case  more  than  two-thirds  of  the  small  gut  had 
been  outside  the  abdominal  cavity  for  at  least  four  hours, 
and  this  man’s  blood  pressure  was  142  mm.  of  mercury, 
aud  his  pulse  rate  only  108.  The  patient  recovered. 

Apart  from  copious  haemorrhage,  there  is  one  other 
procedure  which  causes  rapid  fall  of  blood  pressure  in 
abdominal  operations.  This  is  turning  the  patient  on  his 


side.  The  effect  is  only  seen  if  the  patient  has  been  undei- 
the  anaesthetic  for  a considerable  time  before  bein<r 
turned.  At  the  end  of  an  abdominal  operation  the  patient 
may  be  in  good  condition.  He  is  then  turned  on  the  right 
or  left  side  so  that  the  surgeon  may  excise  a wound  in  the 
back.  I11  a few  minutes  there  is  a great  fall  of  blood 
pressure,  and  the  radial  pulse  disappears.  It  may  be 
hours  before  the  patient  recovers  this  lost  ground.  If 
possible,  wounds  of  the  back  should  be  dealt  with  before 
laparotomy,  as  turning  the  patient  has  no  ill  effect  durino 
tlie  first  half-hour  of  an  ether  anaesthesia. 

If  chloroform  bo  used  in  these  abdominal  operations,  the 
blood  pressure  will  fall  during  administration  and  for  some 
hours  afterwards.  This  drag  is  therefore  to  be  avoided 
except  where  ether  is  contraindicated,  as  in  cases  in  which 
projectiles  have  penetrated  the  chest  as  well  as  the 
abdomen. 

The  intrathecal  administration  of  stovaine  is  unsafe, 
aud  should  not  be  employed. 

III.  Patients  with  Sepsis. 

The  patient  whose  condition  is  rendered  grave  by  sepsis 
will  stand  an  amputation  far  better  than  the  man  who  is 
suffering  from  shock.  In  the  septic  case,  gas  and  oxygen 
again  gives  excellent  results,  but  spinal  anaesthesia,  warm 
ether  vapour,  and  intravenous  ether  are  also  comparatively 
safe.  Chloroform,  however,  is  to  be  avoided,  as  it  is  often 
followed  by  a slow  fall  of  blood  pressure  which  ends  iu 
death  during  the  twelve  hours  succeeding  operation. 


THE  COLOUR  CHANGES  SEEN  IN  SKIN  AND 
MUSCLE  IN  GAS  GANGRENE. 

[With  Coloured  Plates.] 
by 

Colonel  CUTHBERT  WALLACE,  C.M.G.,  A.M.S., 

Consulting  Subgkon,  British  Armies  in  France. 


A short  time  ago1  I ventured  to  support  Kenneth 
Taylor’s  statement  that  gas  gangrene  was  primarily  and 
mainly  a disease  of  muscle.  Further  work  aud  observa 
tion  have  only  strengthened  this  belief.  It  is  the  object 
of  this  paper  to  describe  the  naked-eye  alterations  in  the 
appearances  of  the  skin  aud  muscle  in  the  sequence  in 
which  they  occur. 

Through  the  kindness  of  the  Medical  Research  Com- 
mittee I atn  able  to  illustrate  some  of  the  changes  by  the 
reproduction  of  coloured  drawings  made  by  Sergeant  A.  K. 
Maxwell,  R.A.M.C.  I should  like  to  take  the  opportunity 
of  congratulating  him  on  the  skill  he  has  displayed  iu 
catching  the  delicate  tints  iu  the  colour  changes. 

Colour  Changes  in  the  Skin. 

The  changes  in  the  skin  of  an  affected  limb  may  share 
in  the  general  icteric  tint  that  affects  the  whole  body  in 
some  cases.  This  lias  been  well  portrayed  elsewhere,-  and 
need  not  detain  us  here.  Coming  to  the  more  local  lesions, 
it  is  first  necessary  to  state  that  the  skin  of  an  affected 
limb  may  appear,  and  usually  is,  perfectly  normal  in  the 
early  stages;  even  under  a normal  skin,  however,  the 
disease  in  the  muscles  may  be  so  far  advanced  as  to 
necessitate  amputation.  The  first  essential  change  in  the 
colour  of  the  skin  is  due  simply  to  the  swelling  of  the 
limb.  At  this  stage  the  skin  looks  somewhat  tense,  just 
as  it  does  over  any  deep-seated  swelling,  and  is  paler 
than  normal,  owing  to  the  blood  being  driven  out  of  it 
by  pressure.  Resonance  to  percussion,  and  even  crepita- 
tions, may  be  perceptible  at  this  stage.  Simple  pallor  of 
the  skin  is  succeeded  by  a dirty  cream  tint,  which  may  be 
taken  to  indicate  that  gangrene  is  certainly  established. 
Up  to  this  stage  examination  through  an  incision 
may  reveal  only  partial  or  complete  involvement  of  a 
single  muscle,  or  of  a limited  group  of  muscles,  so 
that  the  condition  may  be  suitable  for  treatment  by 
local  excision. 

The  subsequent  changes  iu  the  skin  are  quicker  and 
more  dramatic.  Areas  of  purple  staining  appear,  which 
enlarge  and  coalesce.  The  margins  of  these  are  fairly 
distinct  but  irregular,  and  the  intervening  skin  is  greyish- 
white  in  colour.  Soon  there  appear  blebs  filled  with  fluid 
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which  is  stained  by  altered  blood ; removal  of  the  cuticle 
from  these  exposes  a shiny  purple-red  area  of  dermis. 
When  this  condition  of  the  skin  is  reached  it  may  safely 
be  inferred  that  the  gangrenous  process  is  so  far  advanced 
as  to  necessitate  amputation. 

In  the  last  stage  to  which  reference  need  be  made,  the 
purple  is  succeeded  by  a dark  yellow-green  tint.  It  will 
be  seeu  that  these  later  changes  are  identical  with  what 
may  occur  in  any  limb  after  death,  and  are  essentially 
post-mortem  phenomena  due  to  bacterial  action.  The  late 
colour  changes  may  be  influenced  according  to  the  relative 
Darts  played  by  bacterial  action  on  the  one  hand  and  by 
| arrest  of  blood  supply  on  the  other.  Thus,  near  an  infected 
wound  the  yellow-green  tint  may  develop  early,  whereas 
in  a segment  of  limb  infected  only  after  its  blood  supply 
has  been  cut  off,  the  stage  of  purple  discoloration  may  still 
predominate  at  operation. 

Figure  I is  a drawing  made  from  a forearm  which  was 
amputated  on  account  of  gas  gangrene.  The  projectile 
passed  across  the  flexor  aspect  of  the  forearm,  causing 
great  laceration  of  the  muscles.  The  whole  of  the  muscles 
on  the  flexor  aspect  were  gangrenous,  the  change  being 
most  advanced  in  the  deep  flexors  and  the  supinator  brevis, 
which  were  diffluent.  There  was  in  this  case  ample 
opportunity  for  direct  infection  of  the  different  muscles. 
The  main  arteries  were  intact,  so  that  the  gangrenous 
process  was  entirely  due  to  infection ; in  other  words,  it 
was  not  a case  of  infection 
after  arterial  death,  but  of 
infection  producing  total 
destruction  of  the  muscles 
and  consequently  of  the 
skin  and  subcutaneous 
tissues.  T li  e drawing 
speaks  for  itself  and  re- 
quires but  little  explana- 
tion. It  shows  the  purple 
mottling  of  the  skin,  and 
the  contrast  between  the 
infected  flexor  muscles 
seen  through  the  wound 
and  the  normal-coloured 
muscle  by  the  side  of  the 
cut  humerus. 

There  is  another  change 
in  the  skin  — namely, 

“ bronzing,”  to  which 
allusion  must  be  made 
because  it  has  attracted 
considerable  notice.  It  is 
regretted  that  no  example 
of  this  could  be  obtained 
while  the  artist  was 
present,  but  a coloured  drawing  of  the  condition  has  been 
published  elsewhere.8  The  plate  was  merely  described  as 
“multiple  shell  wounds,”  but  the  bronzed  area  can  be  well 
seen  over  the  hollow  part  of  the  man’s  back.  This  colour 
change  is  not  common,  in  my  experience,  on  the  limbs,  but 
is  seen  more  often  on  the  body,  especially  in  connexion 
with  wounds  of  the  extraperitoneal  part  of  the  colon. 
Sometimes  it  is  accompanied  by  crepitations  of  the  sub- 
cutaneous tissue,  but  is  often  found  without  this  manifesta- 
tion. The  tissue  beneath  is  sometimes  normal,  or  only 
slightly  oedematous,  sometimes  distinctly  oedematous, 
sometimes  yellow-green  in  colour.  At  one  time  this  dis- 
coloration is  the  herald  of  a violent  infection  which  cannot 
be  controlled  by  incisions,  at  another  time  it  will  disappear 
without  treatment.  The  causal  agent  is,  so  far  as  I am 
aware,  unknown. 

Colour  Changes  in  the  Muscles. 

Figure  II  represente  a dissection  of  the  thigh  of  a man 
who  died  from  multiple  injuries  and  gas  gangrene  of  the 
thigh.  A wound  is  present  over  the  vastus  externus,  part 
of  which  has  been  carried  away.  The  resulting  dirty 
cavity  can  be  seen,  as  can  also  the  infected  subcutaneous 
tissue,  which  is  of  a dirty  yellowish-green  hue.  The 
vastus  externus,  although  wounded,  did  not  become  gas- 
gangrenous  ; this  may  be  attributed,  perhaps,  to  the  open 
nature  of  the  wound.  The  missile  passed  behind  the 
rectus  tendon,  and  was  found  lodged  against  the  fibres  of 
the  vastus  internus.  The  point  of  interest  lies  in  the  con- 
dition of  the  latter  muscle,  which  was  gas-gangrenous 
throughout.  The  change  in  the  colour  of  the  muscle  is  a 


subtle  one,  but  can  be  easily  seen.  Although  not  so 
apparent  in  the  reproduction,  the  same  clrangewas  present 
in  the  outer  edge  of  the  lower  part  of  the  sartorius,  just 
where  it  lay  in  apposition  to  the  vastus  externus.  The 
colour  of  the  vastus  externus  is  altered  from  the  normal 
red-purple  to  a brick-red.  The  whole  muscle  was  dead 
and  non-contractile,  and  some  bubbles  of  gas  were  visible 
between  the  fasciculi.  It  is  to  this  stage  that  I have  given 
the  name  “ red  death.”  The  other  muscles  of  the  thigh 
were  not  affected.  Death  occurred  in  this  case  fifty-six 
hours  after  the  wound  was  received,  and  the  condition  of 
the  thigh  was  found  at  the  post-mortem  examination. 

The  intermuscular  connective  tissue  showed  but  little 
alteration  in  this  specimen.  This  is  often  the  case,  but  at 
other  times  there  are  distinct  alterations.  Gas  may  be 
found  abundantly  along  the  great  vessels,  and  also  com- 
monly in  the  subcutaneous  tissues.  It  is  important  to  note 
that  cultures  from  such  gaseous  tissues  may  prove  sterile. 
At  other  times  the  connective  tissue  is  oedematous  with- 
out being  discoloured,  and  occasionally  the  appearance  is 
distinctly  gelatinous.  Later,  the  oedematous  tissue  takes 
on  a yellow  or  yellowish-green  colour,  but  still  remains 
transparent. 

Figure  III  exhibits  the  changes  in  the  subcutaneous 
tissues  in  a striking  degree. 

In  this  case  there  was  a compound  fracture  of  the 
humerus  just  above  the  elbow-joint,  and,  in  addition,  a 

penetrating  wound  of  the 
chest.  The  patient’s  con- 
dition was  so  precarious 
that  amputation  was  con- 
sidered the  best  course, 
especially  as  there  was  no 
radial  pulse. 

The  case  is  a beautiful 
example  of  the  involve- 
ment of  a single  wounded 
muscle,  and  would  have 
been  an  ideal  one  for  a 
local  excision  had  not  the 
arm  been  shattered  and 
the  man’s  condition  dan- 
gerous. The  supinator 
longus  is  seeu  in  the 
diffluent  stage  of  gas  gan- 
grene. The  muscle  was 
yellowish-green  in  colour, 
and  quite  devoid  of  form 
or  tone.  It  was  so  soft 
that  it  could  be  moulded 
or  dented  with  the  finger. 
The  greenish-yellow  color- 
ation and  oedematous  state 
of  the  subcutaneous  tissue  are  well  seen,  although  before 
the  skin  was  reflected  the  external  appearances  were  not 
marked.  The  other  muscles  of  the  forearm,  as  can  be 
seen  in  the  drawing,  were  normal  and  still  readily  con- 
tractile when  examined. 

In  the  small  segments  of  muscle  shown  in  Figures  IV, 
V,  VI,  and  VII  it  is  possible  to  trace  the  colour  changes  in 
greater  detail.  All  the  pieces  shown  were  taken  from  the 
gluteus  maximus  muscle,  except  one  (Fig.  VII),  which  is  a 
portion  of  a tibialis  anticus  muscle. 

Figure  IV  is  drawn  to  represent  the  normal  colour  of 
gluteus  maximus  muscle,  the  actual  specimen  being  taken 
soon  after  death  from  a patient  who  died  of  acute  peri- 
tonitis. The  normal  colour,  sharpness  of  outline,  and 
general  appearance  of  the  fasciculi,  show  that  the  muscle 
was  healthy. 

Figure  V shows  a piece  of  muscle  which  was  dead, 
non-contractile,  crepitant  to  the  touch,  and  brick-red 
in  colour.  The  bubbles  of  gas,  or  rather  the  spaces  once 
occupied  by  them,  are  distinctly  seen.  In  this  stage 
the  muscle  is  very  friable,  and  the  gas  can,  by  gentle 
stroking,  be  pushed  about  from  place  to  place  between 
the  fibres. 

Between  the  normal  contractile  muscle,  as  represented 
in  Figure  IV,  and  the  condition  of  “ red  death  ” seen  in 
Figure  V,  there  occurs  a zone  of  demarcation  which  it  has 
not  been  possible  to  portray.  Here,  at  the  limit  of  the 
advancing  gangrene,  the  muscle  is  simply  lighter  in 
colour  than  normal,  but  not  definitely  red.  It  is  firmer 
in  consistence  than  the  normal,  and  no  crepitation  can  be 
made  out.  This  advancing  edge  is  more  fully  discussed 


DESCRIPTION  OF  COLOURED  PLATE. 

Figures  VIII,  IX,  and  X represent  the  conditions  found  at  different 
levels  in  a single  block  of  tissue  from  the  advancing  margin  of  gas 
gangrene.  Between  Figure  VIII  and  Figure  IX  there  is  an  interval  of 
2.5  mm.  of  length,  and  the  same  distance  between  Figures  IX  and  X. 

Fig.  VIII. — Normal  muscle  in  transverse  section,  just  beyond  the 
edge  of  the  spreading  gangrene.  (Haemalum  and  eosin.) 

Fig.  IX. — Muscle  from  as  nearly  as  possible  the  visible  advancing 
edge.  Note  the  marked  contrast  between  the  dead  coagulated  fibres, 
which  are  separated  off  from  their  sheaths,  and  the  paler  normal 
fibres.  (Haemalum  and  eosin.) 

Fig.  X. — All  the  fibres  are  here  degenerated,  but  their  sarcolemmal 
nuclei  still  appear  intact.  Separation  of  the  fibres  from  their  sheaths 
is  everywhere  complete.  (Haemalum  and  eosin.) 

Fig.  XI. — This  shows  the  distribution  of  organisms  at  a compara- 
tively eardy  stage.  There  are  large  numbers  of  bacilli  in  the  reticulum, 
but  they  have  not  yet  invaded  the  fibres.  This  stage  is, slightly  more 
advanced  than  that  depicted  in  Fig.  X,  and  the  nuclei  of  the  sareo- 
lemma  have  disappeared.  (Leishman’s  stain.) 

Fig.  XII. — Phagocytosis  of  anaerobic  bacilli  in  a zone  where  the 
process  of  gas  gangrene  has  been  arrested.  The  leucocytic  reaction  is 
in  remarkable  contrast  with  the  previous  figures.  (Leishman’s  stain.) 

Fig.  XIII  — A late  stage  of  gas  gangrene,  showing  complete  disintegra- 
tion of  muscular  fibres  and  reticulum.  In  this  material  organisms 
were  present  in  large  numbers,  and  frequently  in  the  substance  of  the 
fibres.  (Haemalum  and  eosin.) 
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in  the  paper  by  Captain  J.  W.  McNee  and  Captain 
J.  Shaw  Dunn. 

Figure  VI  shows  a piece  of  muscle  from  the  tibialis 
anticus  at  a further  stage  in  the  gangrenous  process. 
The  colour  is  now  passing  gradually  from  brick-red  to 
an  olive-green.  The  tissue  has  become  more  friable, 
and  the  consistence  may  almost  be  described  as 
“ putty-like.” 

Figure  VII  exhibits  an  end-stage,  which  is  not  often 
seen  at  operation.  The  colour  of  the  muscle  is  a greenish- 
black,  and  the  surface  is  glistening.  Such  a piece  of 
muscle  is  so  soft  that  it  tends  to  flatten  out  and  spread 
over  the  surface  on  which  it  is  placed. 

In  Figure  III  the  condition  of  the  supinator  longus  is 
intermediate  between  the  stages  depicted  in  Figure  VI 
and  Figure  VII  respectively. 

I must  thank  Captain  J.  W.  McNee  and  Captain  J.  Shaw 
Dunn  for  the  care  and  trouble  they  have  taken  to  prepare 
the  specimens  from  which  the  drawings  were  made. 

Lieutenant- Colonel  Frankau  and  Captains  Neligan  and 
Drummond  in  their  paper  demonstrate  the  clinical  use 
that  can  be  made  of  the  pathological  fact — namely,  the 
involvement  of  single  muscles  in  early  cases  of  gas 
gangrene. 

References. 

1 British  Medical  Journal,  September  16th,  1916.  2 British 

Journal  of  Surgery , vol.  iii,  No.  9.  3 Ibid.,  vol.  iv,  No.  13,  p.  57. 


THE  METHOD  OF  SPREAD  OF  GAS  GANGRENE 
INTO  LIVING  MUSCLE. 

[With  Coloured  Plate.] 

BY 

Captain  J.  W.  McNEE,  M.D.,  R.A.M.C., 

AND 

Captain  J.  SHAW  DUNN,  M.A.,  M.D.,  R.A.M.C. 

(A  Report  to  the  Medical  Research  Committee  from  a Mobile 
Laboratory  in  France.) 


This  contribution  to  the  pathology  of  gas  gangrene  deals 
primarily  with  the  method  of  spread  of  the  acute  disease 
into  living  muscle. 

In  our  experience  gas  gangrene  is  essentially  a muscle 
disease,  and  we  have  never  seen  it  commence  where  injury 
of  muscle  could  be  excluded.  The  somewhat  rare  cases  of 
“ metastatic  ” gas  gangrene,  such  as  those  described  by 
Mullally  and  McNee,1  Kenneth  Taylor,2  etc.,  come  into  the 
same  category,  the  primary  focus  in  every  instance  being 
in  damaged  muscular  tissue.  No  example  of  gas  gangrene 
beginning  in,  and  remaining  localized  to,  the  subcutaneous 
tissue  has  been  met  with,  and  a condition  spreading 
below  the  skin  which  is  met  with  in  base  hospitals  would 
appear  to  merit  some  special  investigation  before  a relation- 
ship to  the  general  type  of  gas  gangrene  can  be  established. 

Clinically,  the  rapidity  of  spread  of  gas  gangrene  into 
living  muscle,  once  the  disease  has  begun,  is  so  remark- 
able as  to  demand  some  definite  explanation  such  as  has 
been  sought  for  by  histological  methods  and  is  suggested 
here. 

The  varieties  of  the  acute  disease  investigated  in  this 
way  are  sufficiently  indicated  in  the  articles  published  by 
Cuthbert  Wallace,  and  by  Frankau,  Drummond,  and  Neligan. 
Part  of  our  histological  material,  indeed,  was  obtained  from 
the  actual  cases  described  by  these  writers. 

The  disease  may  commence  in  a wounded  limb  within 
an  extraordinarily  short  time  after  the  injury.  The  earliest 
case  of  gas  gangrene  examined  histologically  showed  the 
condition  already  established  three  and  a half  hours  after 
the  wound  was  received,  and  we  have  seen  massive  gas 
gangrene  of  a limb  lead  to  a fatal  issue  twelve  hours  after 
a wound  of  the  thigh. 

A point  worth  notice  is  that  death  may  occur  quickly, 
following  a comparatively  slight  wound,  when  examination 
post  mortem  shows  gas  gangrene  involving  only  a small 
bulk  of  actual  muscle  tissue.  The  material  elaborated  by 
the  bacilli,  therefore,  whether  it  be  a true  toxin  or  not, 
is  at  any  rate  a powerful  systemic  poison.  Sir  Anthony 
Bowlby  has  pointed  out  to  us  that  cases  of  this  kind  may 
very  readily  be  mistaken  for  death  from  shock  alone. 

Wounds  involving  main  blood  vessels — for  example,  the 
popliteal  artery — are  notorious  for  the  frequency  with 


which  gas  gangrene  develops  iu  the  distal  segment  of  the 
limb,  and  it  is  necessary  to  point  out  here  that  there  are 
differences  between  the  spread  of  gas  gangrene  following 
such  an  injury  and  the  invasion  of  living  muscle.  Where 
the  main  artery  is  cut,  massive  or  “group”  gangrene 
generally  occurs,  whole  groups  of  muscles  being  involved 
from  end  to  end  simultaneously  by  the  growth  of 
organisms  throughout  the  muscles  from  which  the  blood 
supply  has  been  cut  off. 

The  spread  of  gas  gangrene  into  living  and  healthy 
muscle,  with  an  intact  blood  supply,  is  a different  and  less 
easy  problem,  with  the  solution  of  which  this  paper  is 
mainly  concerned.  With  regard  to  this,  two  facts  must 
here  be  briefly  brought  to  mind.  One  of  these  is  the 
clinical  observation,  now  well  established  and  borne  out 
by  the  microscope,  that  gas  gangrene  tends  to  spread  in 
the  longitudinal  axis  of  muscles,  so  that  single  muscles  are 
involved  from  end  to  end  while  neighbouring  ones  are 
untouched.  It  must  also  be  remembered  that  individual 
muscle  fibres  stretch  without  interruption  from  one 
tendinous  attachment  to  the  other. 

It  is  essential,  in  investigating  the  spread  into  muscle,  to 
work  on  material  which  is  absolutely  fresh.  Most  of  the 
examinations  have  been  made  on  limbs  amputated  for  gas 
gangrene,  and  brought  at  once  to  the  laboratory  while  the 
healthy  muscles  were  still  contractile.  Other  tissues 
examined  were  either  from  single  muscles  removed  by 
operation  or  from  post-mortem  examinations  carried  out 
within  an  hour  or  two  at  most  after  death.  Unless  fresh 
material  is  used,  quite  fallacious  conclusions  may  be 
drawn,  since,  especially  in  summer  time,  the  organisms 
proliferate  and  produce  gas  with  extreme  rapidity  in  the 
warm  body  after  death. 

In  amputated  limbs,  and  in  the  stumps  left  at  opera- 
tions, we  have  had  ample  opportunity  of  proving  that  the 
anaerobic  organisms  are  present  in  the  healthy  muscle  at 
a considerable  distance  from  the  actual  seat  of  the  gan- 
grene. Thus  the  presence  of  the  organisms  in  the  muscles, 
even  though  abundant,  does  not  constitute  gas  gangrene, 
and,  indeed,  such  infected  muscles  may  never  become 
gangrenous.  This  is  well  seen  in  amputation  stumps, 
known  to  be  infected,  but  in  which  no  recrudescence  of 
the  gangrene  occurs  after  the  operation,  in  a majority  of 
cases. 

Bacteriology. 

The  bacteriology  of  the  acute  disease  will  be  referred  to 
only  briefly,  as  so  much  has  already  been  published  on  the 
varieties  of  anaerobic  bacilli  to  be  found.  It  is  enough  to 
say  that  all  our  work  has  been  done  on  acute  and  often 
fulminating  cases,  such  as  are  seen  in  casualty  clear- 
ing stations  on  the  front.  In  these  cases  mixed  an- 
aerobic infections  are  the  rule,  but  sufficient  work  has 
been  done  in  isolating  the  different  organisms  to  incriminate 
the  Bacillus  aerogenes  capsulatus  (B.  perfringens ) as  the 
commonest  and  most  abundant  organism  present.  It  appears 
often  to  be  the  only  organism  which  is  isolated  from  the 
spreading  margin  of  the  gangrene  at  a distance  from  the 
wound.  The  biology  of  this  organism,  with  its  powerful 
fermentative  action  on  sugars  and  resulting  evolution  of 
gas,  fits  in  very  well  with  the  extraordinary  rapidity  of 
spread  of  acute  gas  gangrene. 

A number  of  experiments  to  reproduce  a spreading  gas 
gangrene  have  been  carried  out  in  animals  to  amplify  and 
confirm  the  findings  in  human  tissues.  These  will  be 
referred  to  again  later  on. 

Histological  Changes. 

The  material  examined  histologically  was  almost  always 
embedded  in  paraffin,  after  fixation*  in  10  per  cent,  for- 
malin, or  in  corrosive  sublimate ; frozen  sections  and 
tissue  fixed  by  boiling  were  also  used  for  the  investiga- 
tion of  certain  important  points.  Muscle  taken  for  exami- 
nation must  be  handled  with  great  care  or  fallacies  from 
artificial  separation  of  the  fibres  may  arise.  The  histology 
of  single  muscles,  removed  at  operation  and  necessarily 
pulled  on  in  the  act,  required,  therefore,  careful  considera- 
tion before  conclusions  could  be  drawn  from  the  sections. 
The  best  material  was  obtained  from  amputated  limbs,  in 
which  the  individual  muscles  could  be  carefully  dissected, 
and  pieces  cut  out  with  a sharp  knife  or  razor,  all  pulling 
being  avoided. 

In  a few  cases  only  wre  have  had  the  good  fortune  to 
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obtain  a muscle  with  fairly  long  fibres,  in  which  the  ad- 
vancing edge  of  a spreading  gas  gangrene  could  be  clearly 
recognized.  It  is  from  these  fortunate  instances,  however, 
by  the  examination  of  serial  sections,  that  most  of  the  in- 
formation has  been  obtained  of  the  method  of  spread. 
Macroseopically  the  appearance  of  this  spreading  margin 
is  interesting.  It  is  sometimes  fairly  sharp,  but  in  other 
instances  is  irregular,  from  the  process  having  spread 
further  along  some  fibres  than  others.  The  muscle  fibres 
at  the  margin  are  paler  and  duller  than  the  normal,  but 
the  colour  change  is  little  more  than  might  be  accounted 
for  by  total  absence  of  blood  in  the  part  involved.  The 
outer  limit  of  the  process,  while  indefinite,  can  be  mapped 
out  fairly  closely  if  the  healthy  muscle  beyond  is  still 
contractile  (in  tissues  examined  very  soon  after  amputa- 
tion), as  contractility  is  lost  in  the  part  becoming  gan- 
grenous. At  the  advancing  edge  also  the  muscle  tissue  is 
very  much  firmer  to  touch  than  the  healthy  fibres  beyond, 
and  this  firmness  passes  back  into  the  obviously  gangrenous 
muscle  behind. 

When  the  whole  of  the  advancing  edge  is  cut  out,  along 
with  a margin  of  tissue  on  either  side  of  it,  and  examined 
in  serial  transverse  sections,  the  appearances  presented 
are  very  striking,  and  are  shown  in  the  first  three 
microscopic  drawings  (Figs.  VIII,  IX,  and  X). 

Figure  VIII  represents  the  muscle  in  transverse  section 
just  beyond  the  furthest  limit  of  the  advancing  gangrene  ; 
the  muscle  here  was  still  healthy  and  contractile.  The 
muscle  fibres  appear  normal,  and  are  seen  to  be  made  up 
of  fibrils  which  show  as  dots  in  the  transverse  section. 
The  cracks  in  the  fibres  are  artefacts  produced  in  the 
cutting  of  the  paraffin  sections.  They  occur  so  constantly 
in  transverse  sections  of  normal  fibres  that  they  can 
almost  be  taken  as  characteristic  of  healthy  muscle.  The 
flattened  nuclei  of  the  sarcolemma  are  well  seen,  and  also 
the  interstitial  tissue  between  the  fibres,  which  carries  the 
blood  vessels,  lymphatics,  etc. 

Figure  IX  is  from  a section  taken  from  as  nearly  as 
possible  the  advancing  edge,  as  seen  by  the  naked  eye. 
The  muscle  here  had  lost  its  contractility.  Various 
normal  fibres  are  seen,  with  characters  as  above,  while 
others  exhibit  a very  striking  change.  The  staining 
reaction  is  different,  being  an  almost  uniform  eosiu  tint, 
while  the  dots  indicating  the  individual  fibrils  are  lost. 
These  fibres  are  not  shrunken,  but  on  measurement  are 
often  found  to  be  somewhat  swollen.  In  spite  of  this, 
however,  these  fibres  are  well  separated  off  from  the  inter- 
stitial connective  tissue,  to  leave  what  appears  in  the 
section  as  a clear  space.  Occasionally  the  separation 
of  reticulum  from  fibre  is  partial,  and  confined  to  a sector- 
only;  but  even  in  such  instances  tlie  fibre  still  shows  the 
uniform  eosin  tint  indicative  of  degeneration.  The  sarco- 
lemmal  nuclei  of  the  separated  fibres  still  stain  brightly. 
The  contents  of  the  spaces  between  the  altered  fibres  and 
the  interstitial  meshwork  will  be  discussed  later,  and  it 
may  simply  be  noted  here  that  such  fibres  are  obviously 
cut  off  from  their  blood  supply  in  the  interstitial  tissue. 

Figure  X is  from  a section  taken  from  the  tissue 
mm.  behind  the  one  just  mentioned,  and  in  it  all  the 
fibres  have  undergone  tire  degenerative  change  described 
above.  The  fibres  are  all  separated  off  completely  from 
the  interstitial  tissue,  which  forms  a regular  network 
between  them.  The  regularity  of  the  network  is  in  no 
way  exaggerated  in  the  drawing,  and  no  difference  would 
be  observed  in  a colour  photograph  of  many  of  our  sections. 
The  nuclei  of  the  sarcolemma  are  at  this  stage  stained  as 
in  the  normal  fibres. 

In  longitudinal  sections  of  tissue  taken  to  include  the 
advancing  edge,  the  process  is  less  striking  to  the  eye,  as 
it  is  impossible,  to  get  complete  lengths  of  fibres  in  any  one 
longitudinal  section.  The  appearances  are  quite  easy  to 
follow,  however,  having  in  mind  the  information  obtained 
from  the  transverse  sections.  A fibre  which  stains 
normally  can  often  be  traced  to  a point  where,  quite 
suddenly  and  with  a very  definite  edge,  the  colour  change 
to  the  strong  uniform  eosin  tint  is  met  with,  and  the 
normal  striation  disappears.  Practically  coinciding  with 
the  colour  change,  which  no  doubt  represents  the  margin 
of  death  of  the  fibre,  the  interstitial  tissue  is  seen  to 
separate  off  and  leave  the  clear  space  which  is  so  obvious 
and  striking  in  the  transverse  sections. 

The  significance  of  these  observations  may  now  be  briefly 
dealt  with. 

In  transverse  sections  stained  for  organisms  these  are 


found  far  beyond  the  edge  of  the  gangrene  in  the  inter- 
stitial tissue  between  the  healthy  fibres.  What,  then, 
determines  the  advancing  death  of  the  individual  fibres  ? 
The  whole  question  seems  to  us  to  be  bound  up  in  the 
contents  of  the  spaces  left  between  the  degenerated  fibres 
and  the  meshwork  of  interstitial  tissue.  The  altered  fibres 
are  not  shrunken,  and  the  muscle  at  the  spreading  margin 
is  tumid  and  increased  in  bulk.  This  swelling  is  evidently 
due  to  the  extra  room  taken  up  by  the  spaces  described. 
It  was  a tempting  view  to  take,  that  these  spaces  might 
be  filled  by  gas  alone,  which,  by  the  mechanical  elfect  of 
pressure  and  by  cutting  off  the  fibres  from  their  blood 
supply  in  the  interstitial  tissue,  might  lead  to  their 
speedy  death.  Attempts  were  made  to  prove  this  view 
correct  by  cutting  thick  frozen  sections  of  fresh  unfixed 
tissues,  and  looking  for  evidence  of  gas  under  the  micro- 
scope, but  none  could  be  detected.  On  the  other  hand,  in 
tissues  fixed  in  corrosive  sublimate,  and  more  especially 
in  material  fixed  by  boiling  before  being  embedded  in 
paraffin,  evidences  of  amorphous  deposit  in  the  spaces 
were  found,  which  seemed  to  point  to  the  contents  being  a 
fluid.  In  tissues  fixed  in  formalin,  from  which  the  drawings 
were  made,  the  spaces  almost  invariably  appeared  quite 
empty,  and  free  from  anything  which  stained.  We  there- 
fore are  of  opinion  that  a toxic  fluid,  perhaps  similar  in 
constitution  to  the  oedema  which  always  accompanies  gas 
gangrene  to  a greater  or  less  extent,  spreads  along  between 
the  interstitial  tissue  and  the  fibres,  killing  off  the  latter 
as  it  advances.  Once  the  fibres  are  killed,  the  anaerobic 
bacilli  live  on  them  practically  as  saprophytes,  breaking 
down  the  sugars  and  producing  abundant  gas.  This 
process  is  in  strong  contrast  to  what  occurs  in  healthy 
muscle,  where  the  presence  of  the  organisms  is  without 
effect  on  the  living  fibres. 

The  rapid  spread  of  the  disease  into  living  muscle  can, 
we  think,  be  explained  on  these  lines.  Fibres,  each  of 
which  stretch  without  interruption  for  a considerable 
distance,  are  killed  in  the  manner  which  has  been 
described,  and  the  dead  tissue  is  then  rapidly  broken 
down  and  gas  formed.  The  circle  is  a vicious  one,  for  the 
toxic  fluid  which  spreads  between  the  fibres  is  no  doubt 
formed  in  the  gangrenous  tissue  behind,  and  so  the  con- 
dition spreads  until  the  ends  of  the  fibres  are  reached. 
This  view  also  gives  a satisfactory  explanation  of  how 
single  muscles  may  be  found  gangrenous,  no  spread  having 
occurred  to  others  close  at  hand.  No  opinion  can  yet  be 
given  as  to  the  nature  of  the  toxic  fluid,  which  may  either 
be  a true  bacterial  toxin  or  something  dependent  on  the 
breaking  down  of  tissues. 

Other  points  brought  out  by  histological  examination 
may  now  be  referred  to.  With  regard  to  the  route  followed 
by  the  organisms,  these  are,  at  the  spreading  edge,  never- 
found  in  the  muscle  fibres  themselves,  but  are  practically 
confined  to  the  reticulum  (Fig.  XI).  When  the  fibres  are 
dead  and  being  broken  down,  the  bacilli  invade  the  dis- 
integrating fibres  in  numbers.  At  a later  stage  (Fig.  XIII) 
all  definite  muscular  structure  becomes  lost  and  gas  is 
present  abundantly  between  the  remnants  of  the  fibres. 
It  is  interesting  to  note  that  in  muscle  at  this  advanced 
stage  of  the  disease  the  number  of  organisms  appears 
much  less  than  in  the  spreading  zone.  This  is  evidently 
partly  due  to  many  organisms  staining  badly,  so  that 
ghost  forms  are  numerous.  It  seems  probable  that  this 
stage,  once  reached,  is  inimical  to  the  life  of  the  bacilli,  so 
that  many  are  destroyed  and  disappear. 

In  rapidly  spreading  gas  gangrene  leucocytes  are  gene- 
x-ally  conspicuous  by  their  absence  in  the  muscular  tissue 
involved  (although  they  may  be  present  in  some  number 
in  the  interfascicular  planes).  The  mere  speed  of  pro- 
gression of  the  process  in  muscle  may  probably  account 
for  this,  as  a leucocytic  reaction  takes  some  time  to 
develop.  Where  the  spread  of  gas  gangrene  is  being 
arrested  in  muscle,  great  leucocytic  invasion  is  present. 
This  is  well  shown  in  Fig.  XII,  taken  from  a muscle  in  an 
amputation  stump.  Here  a recrudescence  occurred  in  the 
stump,  but  was  arrested  after  spreading  a few  inches  only. 
Macroseopically  a very  definite  pale  zone  was  visible,  and 
in  section  abundant  phagocytosis  of  bacilli  by  polymorpho- 
nuclear leucocytes  was  found. 

Control  Experiments  on  Animals. 

A considerable  number  of  experiments  have  been  carried 
out  in  animals  to  control  the  conclusions  arrived  at  by  the 
study  of  human  tissues.  Large  rabbits  were  used,  because 
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of  their  long  hind  legs,  in  which  the  spread  of  the  disease 
could  be  watched  at  different  stages.  Gas  gangrene  being 
a disease  of  muscle,  all  the  inoculations  were  made  intra- 
muscularly into  the  gastrocnemius  or  soleus.  Several 
facts  of  considerable  interest  were  brought  out  : 

1.  A spreading  gas  gangrene  of  the  limb,  quite  com- 
parable with  the  same  disease  in  man,  could  be  produced 
in  rabbits,  sometimes  leading  to  a fatal  result. 

2.  The  surest  method  of  inducing  this  result  was  by  the 
injection  of  about  one  cubic  centimetre  of  the  fluid  ex- 
pressed from  a human  muscle  showing  fairly  advanced 
gas  gangrene.  This  fluid  contained  abundant  bacilli,  and 
all  the  products  of  tissue  disintegration. 

3.  When  the  fluid  obtained  in  this  way  was  first  passed 
through  a Berkefeld  V filter  to  remove  the  organisms, 
intramuscular  injection  led  to  marked  local  necrosis  of 
muscle  fibres,  accompanied  by  considerable  leucocytic 
reaction.  No  spreading  oedema  or  separation  of  muscle 
fibres  at  all  comparable  with  that  described  in  human 
tissues  could  be  brought  about. 

4.  A rapidly  spreading  fatal  gas  gangrene  was  produced 
in  one  instance  only  by  the  injection  of  a pure  culture 
of  B.  p erf  ring  ens  isolated  in  culture  from  a fulminating 
human  case.  In  this  experiment  a haematoma  of  con- 
siderable size  had  been  caused  in  the  muscle  at  the  site  of 
inoculation,  and  this  may  have  provided  the  dead  tissue 
necessary  to  start  the  spreading  disease.  In  tissues  from 
this  animal  all  the  changes  noted  in  the  spreading  margin 
of  the  disease  in  man  were  perfectly  and  completely  re- 
produced. In  some  sections  normal  fibres  were  seen  lying 
side  by  side  with  others  of  a deep  eosin  tint  and  separated 
off  from  the  reticulum.  At  another  place  the  appearances 
corresponded  exactly  with  those  shown  in  Fig.  X,  the 
sharpness  and  regularity  of  the  interstitial  network  being 
very  striking. 

5.  Other  experiments  carried  out  with  pure  cultures  of 
B.  perfringens , isolated  from  human  cases,  led  only  to  a 
local  gangrene  at  the  seat  of  inoculation,  round  which 
a zone  of  granulation  tissue  quickly  formed,  completely 
walling  off  the  damaged  tissue. 

Conclusions. 

1.  The  rapidity  of  spread  of  gas  gangrene  into  living 
voluntary  muscle  is  so  remarkable  as  to  require  explana- 
tion by  a different  process  from  that  which  governs 
ordinary  septic  invasion  of  tissues. 

2.  It  is  suggested  that  the  facts  are  accounted  for  by 
the  peculiar  anatomical  structure  of  muscular  tissue.  The 
sheaths  enclosing  the  long  individual  fibres  are  so  easily 
detachable  as  to  form  potential  spaces  into  which  toxic 
material  can  readily  pass,  causing  necrosis  of  the  fibres. 

3.  The  early  selective  invasion  of  single  muscles  is 

consistent  with  the  above  view.  t 
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auspices  of  the  Medical  Research  Committee. 
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Among  the  points  brought  forward  by  Colonel  Cuthbert 
Wallace  in  an  article  on  gas  gangrene 1 published  in  this 
Journal  some  months  ago  were  the  following  : 

1.  It  is  rare  to  meet  gas  gangrene  without  muscle 
injury. 

2.  It  is  chiefly  a disease  of  muscles,  and  is  rarely 
dangerous  unless  muscle  is  involved. 


3.  The  lesion  in  its  early  stages  may  be  described  as  a 
longitudinal  one,  running  up  and  down  the  wounded 
muscles  from  the  seat  of  the  lesion.  Muscles,  or  groups 
of  muscles,  are  involved,  while  others  escane. 

4.  It  is  rare  to  find  all  the  muscles  of  a segment  of  a 
limb  involved,  save  in  a segment  distal  to  one  in  which  the 
main  blood  supply  has  been  cut  off.  Thus  the  whole  leg 
dies  and  becomes  gaseous  when  the  femoral  artery  has 
been  blocked  in  the  thigh. 

5.  There  is  little  tendency  for  the  infection  to  pass  from 
one  muscle  to  another.  This  is  well  shown  in  amputation 
stumps,  where  one  muscle  dies  and  becomes  gaseous,  while 
the  rest  of  the  cut  muscles  remain  healthy. 

From  our  own  observations  in  clearing  stations  over  a 
period  ranging  up  to  twenty-one  months  it  is  abundantly 
clear  that  these  points  cannot  be  controverted.  In  no  case 
have  we  seen  gas  gangrene  commencing  as  a subcutaneous 
infection;  injured  muscle  is  in  all  cases  the  initial  focus, 
the  appearance  of  crackling  in  the  subcutaneous  tissues 
being  a secondary  phenomenon,  due  to  extravasation  of  gas 
from  the  infected  muscles  below. 

Resection. 

In  view  of  this,  it  has  beeu  our  aim  to  model  our  treat- 
ment on  the  following  lines  as  soon  as  the  condition  is 
diagnosed  : To  explore  the  primary  focus  with  a view  t< 
attempting  to  arrest  the  infection  in  the  muscle,  or  grou[ 
of  muscles,  involved  by  resection  of  the  infected  areas 
Such  resection  may,  as  will  be  seen  from  the  cases,  involve 
a part  or  the  whole  of  single  muscles,  or  groups  of  muscles. 

Resection  should  be  limited  to  cases  in  which  the  mail 
vessel  of  the  limb  is  intact,  and  should  be  replaced  b} 
amputation  where  the  operation  must  be  so  extensive  as  tc 
be  likely  to  give  a limb  which  would  be  of  less  value  tliar 
an  artificial  limb.  Extensive  resections,  however,  may  be 
performed  regardless  of  the  ultimate  utility  of  the  limb  &( 
a life-saving  operation,  it  having  been  quite  clear  in  some 
of  the  cases  recorded  below  that  an  amputation,  as  ir 
Case  xiii,  or  a further  amputation,  in  Cases  vn  and  ix,  could 
not  have  been  carried  out  without  very  grave  risk  to  life 
Resection  should  extend  until  muscle  is  reached  which  has 
the  following  characteristics : 

1.  The  colour  is  unchanged. 

2.  The  contractility  is  normal. 

3.  A good  blood  supply  is  present,  as  indicated  b) 
free  bleeding  from  the  cut  surface. 

Experience  has  shown  that  even  if  such  muscles  are,  as 
they  may  be,  slightly  infected,  free  drainage  and  an  open 
wound  will  arrest  further  development  of  the  condition. 

After - Treatment. 

The  treatment  of  cases  after  resection  is  carried  out  or 
the  following  lines:  (1)  The  dressings  are  reduced  to  tin 
absolute  minimum — that  is,  one  or  two  layers  of  gauze  onlj 
are  placed  over  the  wound  so  as  to  allow  free  access  of  aii 
and,  if  possible,  sunshine  to  the  wound  region  ; (2)  con- 
stant or  intermittent  irrigation  of  the  wound  by  some 
modification  of  the  Carrel  method — eusol,  saline,  01 
hydrogen  peroxide  being  used  as  the  irrigating  fluid. 

In  connexion  with  the  cases  described  below,  the  point 
must  be  specially  emphasized  that  gas  gangrene  had 
already  developed  in  some  patients,  though  they  were 
admitted  a very  short  time  after  being  wounded.  In  fact, 
in  units  at  the  front  established  gas  gangrene  has  to  be 
treated  ab  initio , in  addition  to  gas  gangrene  developing  at 
a later  stage. 

We  are  indebted  to  Colonel  Cuthbert  Wallace,  consulting 
surgeon  to  this  army,  for  advice  and  assistance  in  the 
treatment  of  these  cases,  and  to  Captain  J.  W.  McNee 
and  Lieutenant  J.  S.  Dunn,  of  No.  3 Mobile  Laboratory, 
R A.M.C.,  for  the  bacteriological  and  pathological  invest! 
gations  they  have  made  in  the  cases. 

Case  i. 

Lieut.  F.,  wounded  4 p.m.  on  November  2nd,  1916,  by  rifle 
grenade  fragment ; admitted  at  7.15  p.m.  the  same  day,  that  is, 
three  and  a quarter  hours  after  being  wounded. 

When  admitted  he  was  clearly  very  ill,  although  he  arrived 
as  a walking  case;  his  pulse  was  120,  of  poor  quality  and 
irregular,  his  tongue  was  furred,  and  his  features  pinched  and 
worn.  There  was  an  irregular  wound  the  size  of  a threepenny- 
piece  (that  is,  about  1.6  cm.  in  diameter)  on  the  posterior  aspect 
of  the  right  arm  just  above  the  internal  condyle  of  the 
humerus  ; there  was  no  exit.  The  whole  upper  arm  appeared 
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swollen;  it  was  crepitant  to  the  touch,  and  gave  a tympanitic 
note  on  percussion.  The  crackling  was  most  marked  on  the 
inner  aspect  of  the  arm,  and  extended  as  high  as  the  anterior 
axillary  fold  above  in  front,  but  to  not  quite  so  high  a level 
behind. 

He  was  given  a general  anaesthetic  at  8 p.m.  The  wound  of 
entry  was  first  excised  ; much  damage  to  the  triceps  was  found 
locally,  and  the  projectile  could  be  felt  to  the  inner  side  of  the 
: vessels  in  the  front  of  the  arm  at  the  junction  of  the  lower  and 
middle  thirds;  a second  incision  was  made  over  this,  when  the 
subcutaneous  tissues  were  found  to  be  oedematous,  and  the 
biceps  muscle  showed  evidence  of  gas  infection.  A further 
incision  was  accordingly  made  along  the  whole  length  of  the 
biceps  muscle  from  its  origin  to  attachment ; this  showed  the 
following  conditions  : some  bruising  of  the  inner  border  of  the 
muscle  at  the  situation  of  the  projectile;  discoloration  of  the 
inner  half  of  the  muscle, varying  from  a dull  red  colour  at  either 
) end  to  a deep  plum  colour  in  the  centre.  Over  the  discoloured 
area  bubbles  of  gas  were  present  under  the  fascia  covering  the 
muscle.  This  half  of  the  muscle  did  not  react  to  tap  stimula- 
tion, whereas  the  outer  half  was  normal  in  colour,  and  con- 
j tracted  sharply  on  stimulation.  As  this  appeared  to  be  an 
infection  localized  to  the  inner  half  of  the  muscle,  the  latter 
portion  was  resected  in  its  entirety. 

A tube  drain  was  inserted  into  the  posterior  wound;  the 
anterior  wounds 'were  left  open,  small  tubes  being  inserted  for 
continuous  eusol  irrigation,  which  was  commenced  immediately 
after  the  operation  was  completed.  The  pulse  dropped  to  88 
six  hours  afterwards  and  never  rose  above  this  again.  The 
wounds  remained  clean  without  pus  formation,  and  on  Novem- 
ber 9th  were  closed  by  secondary  suture  and  the  eusol  irriga- 
tion discontinued.  The  wounds  remained  healthy  and  were 
practically  healed  when  he  was  evacuated  to  the  base  on 
November  17th.  He  had  already  very  fair  power  in  his 
arm  and  the  remaining  portion  of  the  biceps  could  be  felt 
contracting. 

Pathological  Report. — An  anaerobic  gas-forming  organism  was 
grown  from  the  excised  muscle,  which,  on  histological  examina- 
. tion,  showed  hyaline  degeneration  of  groups  of  fibres  with 
separation.  This  condition  represents  a very  early  stage  in  the 
process  of  gangrene.  Long  bacilli  could  be  recognized  between 
i the  muscle  fibres,  but  they  were  very  scanty. 

The  extreme  rapidity  of  the  infection  in  this  case  is 
remarkable,  occurring  as  it  did  within  three  and  a quarter 
| hours  of  the  time  of  injury.  It  was,  in  fact,  the  earliest 
i case  we  have  ever  seen.  There  is  no  doubt  that  if  any 
delay  had  occurred  in  the  treatment  the  consequences 
would  have  been  disastrous  owing  to  the  virulence  of  the 
infection;  the  patient  would  have  lost  his  limb  if  not  his 
1 life.  The  treatment  by  resection  of  half  of  the  muscle 
rather  than  the  whole,  which  at  first  sight  would  seem  to 
have  been  the  better  course,  was  due  to  the  fact  that  the 
infection  is  known  to  spread  longitudinally  along  the 
length  of  the  fibres  and  that  transverse  spread  is  a late 
phenomenon  occurring  in  the  more  advanced  stages.  The 
differentiation  between  living  and  dead  portions  of  the 
muscle  was  made  from  the  presence  or  absence  of  con- 
tractility, it  being  well  established  that  heavily  infected 
muscle  is  non-contractile.  (C.  H.  S.  F.) 

Case  ii. 

Lance-Corpl.  D.,  wounded  by  shell  fragment  on  July  2nd,  1916, 
was  admitted  twenty-four  hours  later,  when  the  following  con- 
dition was  found.  Temperature  102.6°,  pulse  118;  there  was  a 
through-and-through  wound  in  the  middle  of  the  left  upper  arm  ; 
the  arm  was  greatly  swollen  in  the  neighbourhood,  and  tender 
on  palpation.  Subcutaneous  crepitation  was  present. 

At  the  operation,  which  was  performed  at  once,  the  biceps 
muscle  at  the  site  of  the  wound  was  found  to  be  in  a state  of 
: | “black  death,”  and  was  full  of  gas ; for  two  inches  above  and 
below  this  the  muscle  was  non-contractile  and  in  the  “red 
death  ” stage.  A long  incision  was  made  over  the  whole  length 
oL  the  biceps  and  the  entire  muscular  portion  was  excised. 
The  wound  was  dressed  with  gauze  soaked  in  peroxide  until 
all  oozing  had  ceased,  and  then  was  left  exposed  to  the  air 
and  sun  under  a single  layer  of  gauze. 

The  patient  vomited  a good  deal  for  two  days  after  the  opera- 
; tion,  but  on  the  third  day  this  ceased,  and  his'  temperature  and 
pulse  dropped  to  normal,  and  remained  so.  No  other  muscle 
was  affected,  and  the  resection  was  entirely  curative,  and  con- 
served his  limb.  He  was  sent  to  the  base  on  July  11th  with 
a healthy  granulating  wound,  and  a satisfactory  report  on  his 
- condition  was  received  from  England  on  July  26th.  (G.  E.  N.) 

Case  iii. 

Pte.  O.  was  admitted  at  7.30  p.m.  on  October  29th,  1916, 
j suffering  from  multiple  shell  wounds  received  the  same  after- 
[ noon.  His  general  condition  was  good ; there  was  a penetrating 
j wound  of  the  right  chest,  an  in-and-out  wound  of  the  right  calf, 
and  a penetrating  wound  of  the  right  biceps  muscle. 

The  next  day  he  was  given  a spinal  anaesthetic,  and  the 
| wound  in  the  leg  was  incised  and  drained.  On  the  following 
day  his  condition  was  not  so  good,  and  he  complained  of  pain  in 
the  right  arm  ; pulse  106,  temperature  101.8°.  The  wound  in  his 
; arm  was  the  size  of  a sixpence  (1.9  cm.),  and  was  situated  over 
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the  centre  of  the  biceps  muscle.  The  arm  was  swollen,  and  the 
skin  was  tense  and  slightly  discoloured  in  the  region  of  the 
wound.  On  gentle  pressure  a small  amount  of  dirty  serum 
with  gas  bubbles  in  it  escaped  from  the  wound.  A general 
anaesthetic  was  given,  and  the  biceps  muscle  exposed  by  a long 
incision.  In  the  middle  third  of  the  muscle,  deeply  situated, 
there  was  a small  cavity  containing  a fragment  of  shell ; above 
and  below  this  for  a distance  of  two  inches  was  an  area  of  dead 
crepitant  muscle.  The  whole  necrotic  area  was  excised  until 
healthy  muscle  was  reached,  which  bled  on  section.  The 
wound  was  left  freely  open,  and  dressed  with  eusol  gauze. 

He  made  a straightforward  recovery,  and  was  evacuated  to 
the  base  on  November  12th.  The  wound  in  his  arm  was  then 
healthy  and  ready  for  secondary  suture. 

In  this  case  immediate  improvement  followed  resection 
of  the  infected  muscle.  (H.  D.) 

Case  iv. 

Pte.  G.,  wounded  on  July  24th,  1916,  was  admitted  the  same 
day  with  shell  wounds  of  the  right  buttock,  right  calf,  and 
skull. 

Immediate  operation  by  trephining  ; wounds  of  buttock  and 
calf  drained  and  a piece  of  metal  removed  from  the  soleus 
muscle. 

Twenty-four  hours  later  the  calf  was  very  swollen  and  tender 
and  gas  bubbled  from  the  wound  on  pressure  ; the  temperature 
was  102°  and  the  pulse  112.  An  anaesthetic  was  again  given 
aud  the  calf  opened  up  from  the  lower  part  of  the  popliteal  space 
to  3 in.  from  the  ankle.  The  gastrocnemius  was  split  down  the 
mid-line  and  found  to  be  healthy  and  contractile ; the  soleus 
beneath  along  the  track  of  the  projectile  was  found  to  be  in  the 
“ black  death  ” stage  of  gangrene  ; it  was  crepitant  and  no  part 
of  the  muscle  was  contractile.  As  much  as  possible  of  the 
muscle  was  cut  away  and  the  wound  was  flushed  out  with  per- 
oxide and  left  open  to  the  air,  the  limb  being  slung  in  a cradle 
for  this  purpose.  The  patient  was  given  100  c.cm.  of  5 per  cent, 
eusol  solution  intravenously  at  the  end  of  the  operation. 

Rapid  improvement  followed ; the  temperature  and  pulse 
dropped  to  normal  on  the  next  day,  and  he  was  evacuated  to 
the  base  on  July  30th,  with  normal  temperature  and  pulse. 
The  head  wound  had  healed  and  the  other  wounds  were  clean. 

A note  from  tlie  base  hospital  stated  that  he  was  sent  to 
England  on  August  5tli,  1916,  having  made  an  uninter- 
rupted recovery.  (G.  E.  N.) 

Case  v. 

Second  Lieut.  G.,  wounded  in  the  left  leg  by  a rifle  bullet  at 
close  range  at' 2.30  a.m.  on  October  11th,  19l6;  he  was  admitted 
at  9 a.m.  and  operated  on  immediately. 

There  was  a through-and-through  wound  in  the  upper  and 
outer  part  of  the  left  calf,  the  wounds  of  entry  and  exit  being 
of  about  the  same  size  and  just  large  enough  to  admit  the  tip 
of  the  finger.  The  wounds  were  excised  and  freely  drained  by 
means  of  two  large  tubes  after  irrigation  with  eusol ; the 
wound  appeared  to  be  a comparatively  trivial  one. 

Eighteen  hours  later  the  pulse,  which  had  been  previously 
normal,  ran  up  to  120,  and  he  showed  signs  of  profound 
toxaemia  ; the  upper  part  of  the  leg  was  swollen  and  tender 
and  the  skin  was  glazed  ; there  was  no  subcutaneous  crackling. 
An  anaesthetic  was  again  given  and  the  entire  track  of  the 
wound,  which  was  about  three  inches  long,  was  laid  open  by 
division  of  skin  and  intervening  muscles.  The  peroneus  longus 
and  brevis  muscles  were  found  to  be  considerably  lacerated  : 
they  were  altered  in  colour,  crepitant,  and  non-contractile. 
The  dead  portions  were  cut  away  until  healthy  bleeding 
muscle  was  reached,  which  contracted  on  stimulation.  The 
wound  was  left  open  aud  treated  with  continuous  eusol  drip 
irrigation. 

Immediate  improvement  followed,  the  pulse  dropping  to 
normal  within  a few  hours.  He  was  evacuated  to  the  base  nine 
days  later  with  a healthy  granulating  wound. 

Anaerobic  gas-forming'  organisms  were  found  on  culture  in 
the  dead  muscle  removed. 

This  case  is  of  interest,  as  the  infection  commenced 
in  spite  of  free  and  early  drainage.  Resection  of  the 
infected  area  cut  the  process  completely  short.  (C.  H.  S.  1 .) 

Case  vi. 

Corpl.  E.  was  admitted  at  5.30  p.m.  on  August  27th,  1916, 
having  been  wounded  by  a shell  fragment  at  7 p.m.  the  previous 
day.  On  admission  he  looked  flushed,  the  tongue  was  dry,  the 
pulse  126,  and  the  temperature  103°.  There  was  a wound  d 
entry  the  size  of  a shilling  (2.3  cm.)  oyer  the  anterior  ti  bia  I 
group  of  muscles  at  the  junction  of  the  middle  and  lower  thirds 
of  the  leg  ; the  wound  of  exit  was  2 in.  above  the  ankle-joint  on 
the  posterior  aspect  of  the  limb  in  the  middle  line.  The  missile 
had  passed  between  the  two  bones  of  the  leg.  The  limb  was 
very  swollen  in  its  lower  half  and  the  skin  had  a white,  tense, 
glazed  appearance;  there  was  considerable  pain  on  palpation. 
No  subcutaneous  crackling  was  elicited. 

On  raising  the  limb  under  the  anaesthetic,  gas  bubb.es 
escaped  from  the  anterior  wound  with  some  foul  stinking 
serum.  The  skin  wound  was  excised  and  the  anterior  tibial 
group  of  muscles  were  explored  through  a 6 in.  incision.  Hie 
extensor  longus  digitorum  muscle  was  exposed,  this  had  been 
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divided  across  by  the  missile  ; the  retracted  ends  showed  an 
opaque  sheath  with  underlying  dead  non-contractile  muscle  for 
an  inch  on  either  side  of  the  wound.  The  dead  portions  were 
cut  away  until  normal  vascular  muscle  was  reached  at  either 
end.  About  two  and  a half  inches  in  all  were  cut  away  from 
either  end ; the  anterior  tibia!  artery  was  exposed  at  the 
bottom  of  the  wound,  but  was  uninjured.  The  extensor  longus 
hallucis  looked  healthy  and  contracted  well.  The  posterior 
muscles  were  not  markedly  damaged  and  were  not  interfered 
with.  The  wound  was  drained  and  drip  irrigation  with  eusol 
commenced. 

The  patient  made  an  uninterrupted  recovery,  and  was 
evacuated  to  the  base  on  September  3rd  ; his  pulse  was  then 
90  and  his  temperature  99°.  The  wounds  were  granulating. 

An  anaerobic  gas-forming  organism  was  isolated  from  the 
removed  muscle,  which,  on  section,  showed  necrosis  and 
irregular  fragmentation  of  muscle  fibres;  there  was  oedematous 
thickening  and  leucocytic  infiltration  of  the  interstitial  con- 
nective tissue.  Large  bacilli  were  present  in  considerable 
numbers  between  the  dead  fibres. 

This  case  clearly  shows  the  longitudinal  spread  of  the 
infection  in  the  muscles  and  how  free  resection  of  the 
diseased  muscle  arrests  any  further  spread  of  the  infection. 
(H.  D.) 

Case  vii. 

Pte.  C.  was  wounded  at  4 p.m.  on  July  29th,  1916,  by  a shell 
fragment  in  the  region  of  the  left  knee.  On  admission  five 
hours  later  his  condition  was  very  bad  owing  to  loss  of  blood  ; 
the  pulse  was  150. 

Six  hours  later  after  warmth  and  stimulation  he  was  fit  for 
operation,  and  the  wound  was  explored.  There  were  two 
lacerated  wounds  on  each  side  of  the  popliteal  space  which  had 
evidently  been  traversed  from  within  outwards;  examination 
showed  an  extensive  fracture  of  the  head  of  the  tibia  involving 
the  knee-joint.  The  pulsations  of  the  main  vessel  could  not  be 
felt ; the  gastrocnemius  and  soleus  muscles  were  extensively 
lacerated.  The  wound  was  freely  drained  after  irrigation  with 
eusol. 

The  next  day  his  condition  was  satisfactory  until  8 p.m.,  when 
his  pulse  was  120  and  his  temperature  102.4°.  The  region  of 
the  wound  was  more  swollen  and  the  skin  over  the  calf  had  the 
appeai'ance  of  a bruise  which  was  fading ; percussion  gave  a 
tympanitic  note  over  this  area  ; there  was  no  subcutaneous 
crackling.  The  knee-joint  was  also  resonant  from  the  presence 
of  gas.  The  lower  third  of  the  leg  was  cold,  and  there  were 
several  light  purple  patches  over  the  dorsum  of  the  foot. 

The  leg  was  removed  by  disarticulation  at  the  knee-joint ; 
examination  showed  occlusion  of  the  popliteal  artery  from  a 
bruise  wound  and  a large  hole  in  the  popliteal  vein — the  gastro- 
cnemius and  soleus  muscles  showed  marked  gas  gangrene. 

He  was  much  improved  the  next  day,  but  on  the  following 
day  his  pulse  was  120,  and  his  temperature  101.4°  ; the  lower 
third  of  the  thigh  was  swollen,  tender  to  the  touch  and  resonant 
to  percussion  ; it  was  evident  that  the  infection  was  spreading 
up  the  muscles  of  his  thigh.  Under  chloroform  an  incision 
was  made  up  the  back  of  the  thigh  and  the  semimembranosus 
muscle  was  found  to  be  gaseous  and  stinking.  It  was  followed 
up  to  the  middle  of  the  thigh  and  resected  at  this  point  as  the 
fibres  were  found  to  be  healthy  there.  The  anterior  aspect  of 
the  thigh  was  then  explored  and  the  sartorius  muscle  found  to 
be  similarly  infected  in  its  lower  part ; the  distal  four  inches 
were  resected  through  healthy  muscle. 

The  wounds  were  left  exposed  to  the  air,  being  covered  by  one 
layer  of  gauze  only;  the  wound  was  kept  irrigated  by  a constant 
eusol  drip.  The  thigh  was  slung  so  as  to  take  the  weight  off 
the  muscles  of  the  back  of  the  limb ; suspension  was  effected 
by  means  of  a gauze  band  attached  to  the  exposed  condyles  of 
the  femur.  From  this  time  on  he  commenced  to  improve  ; on 
the  following  day  his  pulse  was  96  and  temperature  101°.  On 
August  3rd  the  stump  of  the  popliteal  artery,  which  was  lying 
in  a bed  of  sloughing  muscle,  commenced  to  ooze  ; in  order  to 
avoid  a secondary  haemorrhage  the  femoral  artery  was  ligated 
in  Hunter’s  canal  under  local  anaesthesia.  After  this  he 
continued  to  improve,  and  was  evacuated  to  the  base  on 
August  15th. 

The  muscles  were  infected  with  a pure  culture  of  B. 
u perfringem. 

It  was  impossible  even  to  attempt  to  save  the  limb  in 
this  case  by  resection  of  muscle  in  the  first  instance  owing 
to  the  occlusion  of  the  popliteal  artery.  When  the 
secondary  spread  of  infection  occurred  into  the  thigh 
muscles  after  the  amputation  his  general  condition  became 
rapidly  so  bad  that  a further  amputation  would  have  been 
inevitably  fatal.  Resection  of  the  infected  muscles  was 
the  only  satisfactory  course  to  adopt,  as  proved  to  be  the 
case.  (H.  D.) 

Case  viii. 

Pte.  P.,  wounded  August  28th,  1916,  was  admitted  the  same  day. 
There  was  a through-and-through  wound  of  the  left  thigh, 
with  compound  fracture  of  the  femur  in  the  upper  third.  He 
had  had  much  haemorrhage  before  admission,  and  was  very 
collapsed  on  admission  ; pulse  140,  temperature  subnormal. 

Twelve  hours  later  he  had  improved  sufficiently  for  opera- 
tion ; both  wounds  were  freely  opened  up,  lacerated  muscle, 
fragments  of  bone,  and  the  case  of  a bullet  being  removed.  The 


outer  wound  was  kept  open  with  a silver  retractor,  and  both 
were  lightly  packed  with  eusol  gauze.  The  limb  was  immo- 
bilized on  a Wallace-Maybury  splint,  and  the  wounds  were 
syringed  every  two  hours  with  eusol. 

The  patient  had  a good  night,  but  next  morning  his  tem- 
perature and  pulse  began  to  rise;  he  complained  of  pain  in  the 
limb  and  of  great  thirst,  and  the  tongue  became  dry  and  brown. 
The  limb  was  found  to  be  swollen  and  tense,  and  had  a charac- 
teristic odour.  There  was  no  skin  crepitation  and  no  gas 
bubbles  from  the  wound.  An  immediate  “ chaff-cutter  ” ampu- 
tation just  below  the  trochanters  was  performed;  as  the 
adductor  muscles  were  found  to  be  in  the  red  stage  of  gas 
gangrene,  they  were  completely  excised  from  the  stump.  The 
wound  was  dressed  for  twenty-four  hours  in  gauze  soaked  in 
peroxide,  and  then  left  exposed  to  the  air  under  one  layer  of 
gauze. 

Within  two  days  the  temperature  dropped  to  normal  and  the 
pulse  to  90 ; none  of  the  other  muscles  in  the  stump  showed 
any  sign  of  being  infected,  and  he  was  evacuated  to  the  base  on 
September  15th  with  a granulating  wound. 

A laboratory  report  confirmed  the  diagnosis  of  gas  gangrene. 

This  method  of  removing  a group  of  infected  muscles 
was  also  carried  out  in  another  case  five  days  after  ampu 
tation,  the  adductors  here  being  also  removed.  No  spread 
occurred  in  the  other  muscles.  (G.  E.  N.) 

Case  ix. 

Lieut.  B.,  wounded  at  1 a.m.  on  September  13th,  1916,  bj 
shell ; the  right  leg  was  shattered  in  the  lower  third.  He  wai 
admitted  at  3.30  a.m.  the  same  day. 

Primary  amputation  by  equal  lateral  flaps  at  the  middle  0 
the  leg  was  performed  at  4 a.m.  It  was  noticed  at  the  opera 
tion  that  the  anterior  tibial  artery  was  occluded  ; there  was  11c 
change  in  the  muscles,  which  were  contractile  and  apparently 
healthy.  The  wound  was  freely  irrigated  with  eusol,  and  th< 
flaps  which  were  free  were  united  loosely  with  three  sutures 
Free  drainage  was  provided  by  means  of  two  tubes,  which  als< 
served  for  constant  eusol  irrigation,  which  was  started  at  once 
The  pulse  before  the  operation  was  90 ; at  the  end  it  was  88. 

Twenty-six  hours  later  the  pulse  ran  to  120,  the  tongui 
became  furred  and  dry,  and  the  patient  was  drowsy  am 
obviously  very  ill.  Examination  of  the  wound  showed  mottlini 
of  the  skin  over  the  front  of  the  leg,  together  with  a tympanitis 
note  on  percussion  over  the  same  area  ; there  was  no  cracklini 
of  the  subcutaneous  tissues.  The  wound  was  at  once  openei 
up,  when  it  was  found  that  the  entire  anterior  tibial  group  0 
muscles  were  a brick-red  colour,  non-contractile,  and  quits 
dead.  They  were  removed  en  masse  and  the  wound  was  lef 
open  under  constant  eusol  drip  irrigation. 

The  general  condition  remained  bad  for  twenty-four  hours 
with  rapid  pulse,  drowsiness,  and  persistent  vomiting.  Stead 
improvement  then  followed,  and  the  patient  was  sent  to  th 
base  on  September  22nd  with  a healthy  granulating  wound. 

The  removed  muscles  were  found  on  culture  to  be  heavil 
infected  with  gas-forming  organisms. 

The  only  other  alternative  in  this  case  would  have  beei 
a further  amputation  through  the  thigh,  which  it  i 
doubtful  if  the  patient  would  have  survived.  Resectio: 
of  the  muscles  avoided  this  additional  danger  and  gav 
the  patient  a much  more  serviceable  stump,  as  the  knee 
joint  was  saved.  (C.  H.  S.  F.) 

Case  x. 

Pte.  P.  was  wounded  by  shell  fragment  on  July  23rd,  191( 
When  admitted  on  July  24th  the  temperature  was  l03.6‘ 
and  the  pulse  120.  There  was  a through-and-through  woun 
of  the  left  thigh,  the  entry  being  on  the  inner  side,  3 in.  abov 
the  patella,  and  the  exit  2 in.  higher  up  on  the  outer  sid( 
The  exit  wound  was  swollen,  tense,  and  tender,  but  did  nc 
crepitate. 

Both  wounds  were  excised  and  united  by  incising  the  skit 
There  was  some  laceration  of  the  edge  of  the  vastus  interims 
this  was  cut  away;  the  muscle  looked  normal,  and  was  coi 
tractile.  The  rectus  femoris  was  grooved  on  its  under  surfac< 
but  appeared  otherwise  normal.  The  exposed  inner  edge  of  th 
vastus  externus  was  brick-red  and  non-contractile,  and  sme 
strongly  of  gas  gangrene.  An  area  of  4 in.  by  2 in.  of  the  muscl 
showed  signs  of  red  death  ; the  parts  beyond  were  normal  an 
contractile.  A free  skin  incision  was  made,  and  a piece  c 
muscle  8 in.  by  3 in.  enclosing  the  affected  area  was  excised.  Th 
wound  was  dressed  in  gauze  soaked  in  peroxide,  and  late 
exposed  to  sun  and  air. 

The  temperature  and  pulse  steadily  fell,  and  by  July  30t 
were  99°  and  76  respectively.  He  was  sent  to  the  base  on  the 
day ; the  wound  was  then  healthy  and  granulating,  and  ther 
was  no  sign  of  further  gas  infection. 

A report  from  the  mobile  laboratory  stated  that  tli 
infection  was  due  to  an  anaerobic  gas-forming  organisn 
(G.  E.  N.) 

Case  xx. 

Pte.  M.,  wounded  on  August  29th,  1915,  by  shell  fragment  i 
the  left  groin.  There  had  been  much  haemorrhage  at  firs: 
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necessitating  saline  infusion  in  the  field  ambulance,  where  he 
was  retained  until  midday  on  August  31st. 

On  admission  his  condition  was  grave ; tongue  brown  and 
dry,  pulse  130.  There  was  a ragged  wound  of  entry  the  size  of 
a shilling  (2.3  cm.)  an  inch  and  a half  below  Poupart’s  ligament 
and  just  to  the  inner  side  of  the  femoral  vessels  ; the  skin  over 
the  upper  third  of  the  thigh  and  for  a handbreadth  above 
Poupart’s  ligament  was  mottled  and  discoloured,  and  showed 
marked  subcutaneous  crackling. 

An  anaesthetic  was  immediately  given,  and  the  wound  opened 
up  ; it  was  found  to  extend  upwards  and  outwards  towards  the 
anterior  superior  spine,  where  a fragment  of  metal  and  khaki 
was  found  in  the  sartorius  muscle.  The  muscle  in  this  situa- 
tion was  dead,  and  the  upper  third  was  cut  away.  The  dis- 
coloured and  crepitant  areas  were  incised  down  to  deep  fascia, 
and  freely  injected  with  hydrogen  peroxide.  No  dressing  was 
applied,  and  the  wound  was  kept  constantly  irrigated  with 
hydrogen  peroxide  and  left  exposed  to  the  air  and  sun. 

Rapid  improvement  took  place,  and  the  man  was  evacuated 
to  the  base  with  a granulating  wound  twelve  days  later.  No 
bacteriological  examination  was  made,  but  there  w’as  no  doubt 
about  the  condition. 

At  tlie  time  when  this  case  came  under  treatment  the 
significance  of  the  muscle  resection  was  not  realized,  but 
it  seems  at  least  probable  that  it  cut  short  the  process  by 
removing  the  main  focus  of  infection.  (C.  H.  S.  F.) 

Case  xii. 

Lance-Corpl.  C.,  wounded  in  the  left  thigh  by  a shell  frag- 
ment at  3 p.m.  on  March  13th,  1916,  was  admitted  into  hospital 
at  2.30  p.m.  the  following  day. 

On  admission  he  looked  flushed,  the  temperature  was  102°, 
and  the  pulse  120.  There  was  a jagged  wound  two  inches  long 
on  the  outer  aspect  of  the  lower  third  of  the  left  thigh.  There 
was  no  exit  wound.  The  lower  part  of  the  left  thigh  was 
swollen  and  tense,  and  the  overlying  skin  shiny.  There  was 
tenderness  on  palpation,  and  a tympanitic  note  was  obtained  on 
percussion  ; there  was  no  subcutaneous  crackling. 

At  5.30  p.m.  on  the  same  day  a long  incision  down  the  outer 
aspect  of  the  thigh  exposed  the  vastus  externus  muscle,  of  which 
the  lower  half  was  markedly  affected  with  gas  gangrene.  A 
portion  of  the  muscle  near  the  wound  of  entry  was  black  in 
colour  and  the  muscle  fibres  were  diffluent.  The  lower  part  of 
the  muscle  was  resected  up  to  the  middle  of  the  thigh,  where 
healthy  contractile  muscle  was  found.  As  the  muscle  planes 
were  separated  by  gas  up  to  the  level  of  the  great  trochanter, 
the  skin  incision  was  carried  up  to  this  level.  The  whole  wound 
. was  left  wide  open  and  dressed  with  eusol  gauze.  At  9 p.m. 
the  same  evening  he  was  given  an  intravenous  injection  of 
eusol  100  c.cm. 

The  pulse  dropped  the  next  day,  and  he  showed  great  im- 
provement; this  was  maintained,  and  he  was  evacuated  to  the 
. base  six  days  later.  Information  was  received  from  England  a 
week  later  that  he  was  progressing  well. 

An  anaerobic  gas-forming  organism  was  obtained  on 
cultivation  from  the  muscle  removed.  (H.  D.) 

Case  xiii. 

Pte.  B.  was  wounded  by  shell  fragment  on  September  1st, 
1916,  and  admitted  the  same  day.  There  was  a through-and- 
through  wound  of  the  thigh,  the  entrance  being  on  the  inner 
side  two  inches  below  Poupart’s  ligament  and  the  exit  at  a 
corresponding  point  on  the  outer  side. 

Under  an  anaesthetic  the  skin  wounds  were  excised  and  the 
track  syringed  with  eusol  and  drained. 

Fifteen  hours  later  the  patient  complained  of  great  pain  in 
his  thigh  and  of  great  thirst;  the  temperature  was  101°  and  the 


pulse  110.  The  wound  was  found  to  be  tender,  crepitant,  ami 
gassy. 

An  anaesthetic  was  again  given,  and  the  whole  track  of  the 
missile  laid  open  ; the  sartorius,  rectus  femoris,  and  the  inner 
edge  of  the  vastus  externus  were  found  to  be  in  the  “ black 
death”  stage  of  gas  gangrene.  An  incision  was  made  from  the 
anterior  superior  iliac  spine  to  the  knee  and  another  along  the 
inside  of  the  thigh;  these  were  stitched  back  to  healthy  skin 
so  as  to  expose  the  wound  fully.  All  three  muscles  showed  the 
“ black  death  ” stage  of  gangrene  at  the  site  of  the  wound, 
toning  down  through  the  “ red  death  ” stage  to  normal  muscle 
as  the  muscles  were  traced  down  the  thigh.  The  muscular  part 
of  the  rectus  femoris  was  removed,  and  also  the  sartorius  from 
its  origin  to  just  above  the  knee.  A strip  of  the  vastus  externus 
for  nearly  its  entire  length  and  for  a width  of  3 in.  was  also 
excised.  No  other  muscles  appeared  to  be  affected  ; the  wound 
was  dressed  with  gauze  soaked  in  peroxide,  and  afterwards 
exposed  to  the  sun  and  air. 

For  three  days  he  was  very  ill,  with  rapid,  feeble  pulse,  con- 
stant hiccough,  and  persistent  vomiting;  he  however  slowly 
improved,  and  on  September  5th  his  pulse  was  88  and  tempera- 
ture 100°  ; the  hiccough  still  persisted.  Two  days  later  a part 
of  the  skin  flap  sloughed,  after  which  he  improved  steadily,  and 
was  evacuated  on  September  lltli  with  a healthy  granulating 
wound,  which  was  skin-grafted  at  the  base  hospital. 

The  diagnosis  of  gas  gangrene  was  confirmed  by  the 
mobile  laboratory.  (Gf.  E.  N.) 

Case  xiv. 

Corpl.  V.,  wounded  in  the  left  thigh  bv  a shell  fragment  at 
5.30  p.m.  on  September  19th,  1916,  was  admitted  five  hours 
later. 

His  general  condition  was  good  ; pulse  100,  temperature  99°. 
There  was  an  entry  wound  the  size  of  half  a crown  on  the 
inner  and  posterior  aspect  of  the  thigh  at  the  junction  of  the 
middle  and  upper  thirds.  The  exit  wound  was  at  the  outer 
side  of  the  thigh  in  the  middle  third ; it  was  very  large,  ad- 
mitting the  whole  hand  ; the  muscles  were  greatly  lacerated. 
He  was  operated  on  immediately  after  admission  ; the  missile 
had  passed  through  the  vastus  externus  and  biceps  muscles 
close  to  the  femur,  and  had  partially  divided  the  sciatic  nerve. 
The  wound  was  freely  drained  after  irrigation  with  eusol. 

He  continued  to  do  well  for  two  days,  when  the  evening  pulse 
rose  from  104  to  132,  and  the  temperature  to  102°.  The  skin 
over  the  exit  wound  was  now  a dirty-brown  colour,  and  the  area 
in  the  neighbourhood  was  swollen  and  tender  ; there  was  no 
subcutaneous  crackling.  The  skin  discoloration  extended  to 
the  popliteal  space.  A further  anaesthetic  was  given,  and  the 
large  exit  wound  was  laid  freely  open.  In  the  lower  part  of  the 
wound  the  vastus  externus  muscle  was  found  to  be  gangrenous  ; 
it  was  non-contractile  and  gaseous.  The  infected  portion  of  the 
muscle  was  resected  until  healthy  muscle  was  exposed.  In  the 
upper  part  of  the  wound  the  vastus  externus  was  pale  and  con- 
tracted feebly  ; with  clean  instruments  a piece  was  removed  for 
examination,  and  the  skin  was  laid  freely  open  over  the  muscle. 
Eusol  dressings  were  used. 

Immediate  improvement  followed,  and  he  was  evacuated  to 
the  base  on  September  26th,  with  a normal  temperature  and 
pulse. 

Anaerobic  gas-forming  organisms  were  cultivated  from  the 
dead  muscle,  and  were  also  obtained  on  culture  from  the 
portion  of  muscle  removed  from  the  upper  part  of  the  wound. 

This  case  shows  the  immediate  improvement  after  re- 
section of  the  infecting  focus,  and  also  that  muscle  may 
look  healthy  and  be  contractile,  and  yet  be  infected. 
(H.  D.) 

- Keference. 

1 Gas  Gangrene  as  Seen  at  the  Clearing  Stations,  British  Medical 
Journal,  September  16th,  1916. 
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THE  DEVELOPMENT  OF  BRITISH  SURGERY  IN  THE  HOSPITALS  ON  THE 

LINES  OF  COMMUNICATION  IN  FRANCE. 

BY 

Surgeon-General  Sir  GEORGE  H.  MAKINS,  K.C.M.G.,  C.B.,  F.R.C.S., 

Consulting  Surgeon,  British  Armies  in  France. 


The  general  hospitals  on  the  lines  of  communication  in 
France  have  undergone  a steady  process  of  extension  in 
accommodation  and  development  since  August,  1914. 
They  have  been  housed  very  variously — some  in  the 
original  tent  units,  some  in  huts,  and  some  in  large 
buildings  adapted  to  their  present  purpose.  Tented  units 
under  the  climatic  conditions  of  France  have  proved  to 
possess  but  one  virtue,  that  of  mobility,  and  in  all  the 
tented  hospitals  still  remaining  a certain  proportion  of 
huts  for  serious  cases,  operating  theatres,  mess  accommo- 
dation and  stores  and  offices,  have  been  added.  The  most 
satisfactory  units  are  hutted  throughout,  and  these  leave 
little  to  be  desired  either  for  comfort  or  for  satisfactory 
work,  even  when  compared  with  the  civil  hospitals  at 
home.  Most  of  the  buildings  now  in  use  are  either 
of  the  nature  of 
public  buildings 
or  of  large  hotels. 

Each  possesses 
some  special  advan- 
tages. The  large 
rooms  of  casinos,  etc., 
form  excellent  wards, 
easily  overlooked  and 
economical  to  work, 
but  such  buildings 
need  usually  con- 
siderable reinforce- 
ment with  regard  to 
sanitary  accommoda- 
tion. The  hotels  are 
more  convenient  for 
officers  as  providing 
a large  number  of 
smaller  rooms,  but 
this  necessitates  a 
somewhat  larger 
nursing  staff,  and 
renders  attention  to 
individual  patients 
a more  troublesome 
task. 

Special  hospitals 
are  set  apart  for 
the  treatment  of  infectious  cases,  for  skin  diseases,  and  for 
venereal  cases. 

All  the  Dominions  are  represented.  Thus  Canada, 
Australia,  New  Zealand,  and  South  Africa  have  all  pro- 
vided general  or  stationary  hospitals  in  addition  to  the 
more  mobile  units  present  in  the  advanced  lines.  There  is 
also  an  American  voluntary  unit.  , 

Each  unit  is  complete  in  itself,  possessing  operating 
theatres,  clinical  laboratory,  and  its  own  disinfecting 
apparatus.  The  only  department  that  is  commonly  massed 
when  a number  of  units  are  collected  in  the  same  area  is 
the  mortuary  and  accommodation  for  post-mortem  exami- 
nations. The  majority  of  the  units — the  normal  capacity 
of  which  is  520  beds — have  been  extended  by  the  provision 
of  additional  ward  accommodation  to  receive  1,040  patients, 
while  in  times  of  stress  a further  extension  to  2,000  is 
possible  by  the  addition  of  tents.  The  number  of  patients 
which  may  need  to  be  dealt  with  during  active  fighting 
may  be  very  large ; thus  during  the  first  three  months  of 
the  action  on  the  Somme  as  many  as  8,500  wounded 
men  have  been  passed  through  a single  unit.  This 
necessitates  ample  operating  theatre  accommodation,  and 
in  all  either  a large  theatre  is  provided,  or  in  one  type 
of  unit  two,  so  that  at  least  four  operating  tables  can 
be  kept  at  work  contemporaneously.  In  spite  of  these 
provisions,  at  busy  times  the  surgeons  may  be  engaged 
continuously  in  shifts  for  two  or  three  days  and  nights 
without  cessation. 

Within  certain  limits,  arrangements  exist  for  the  aggre- 
gation of  special  classes  of  injury,  sucli  as  fractures  of  the 


bones  of  the  limbs,  injuries  to  the  face  and  jaws,  co 
pound  and  complicated  fractures  of  the  skull  and  verteb 
column,  and  wounds  of  the  chest. 

In  connexion  with  each  large  hospital  camp  convalesc( 
camps  are  established,  and  life  in  these  is  rendered  mi 
pleasant  to  the  men  by  the  provision  of  the  social  huts 
the  Young  Men’s  Christian  Association,  the  Church  Arn 
and  other  bodies. 

HOSPITAL  TRAINS  AND  MOTOR  AMBULANCES. 

The  vast  majority  of  the  patients  admitted  to  t 
general  hospitals  are  brought  down  by  the  hospital  trai: 
Although  even  the  best  of  the  present  trains  can  only 
said  to  be  a slight  advance  on  some  of  those  in  use  duri 
the  South  African  campaign,  or  those  already  provided  : 

transporting  t 
patients  on  th 
arrival  in  port 
England  at  the  co 
mencement  of  tl 
war,  yet  the  deveh 
ment  of  the  liospi 
train  in  France  w 
a matter  of  extrei 
urgency  and  gr< 
difficulty  in  the  init 
stages  of  this  ca 
paign.  It  seems 
if  both  France  a 
Germany  had  reli 
for  the  railway  trai 
port  of  the  wound 
on  the  same  mea 
which  served  t 
purpose  in  the  w 
of  1870-71.  In  fa 
with  the  excepti 
of  the  addition 
frames  for  carryi 
stretchers  placed 
the  floors  of  mi 
cliaudise  wagons, 
special  arrangemei 
appear  to  have  be 
made.  The  trains  conveying  the  wounded  from  the  fro 
were  provided  with  no  permanent  arrangements  for  cooki 
food,  no  sanitary  conveniences,  no  provision  for  the  carria 
of  water,  and,  in  fact,  consisted  of  a mere  string  of  trucl 
with  no  means  of  intercommunication  to  allow  the  atte 
dants  to  pass  readily  from  wagon  to  wagon.  To  add  to  t 
miseries  of  the  journeys  made  in  these  trains,  they  we 
long,  sometimes  extending  over  two  or  three  days  befo 
the  west  coast  was  reached. 

A small  difference  in  gauge  in  the  French  and  Engli; 
lines  prevented  the  prompt  shifting  of  English  liospif 
carriages  across  the  Channel,  and  too  great  praise  cann 
be  accorded  to  the  officers  who  set  to  work  to  improvi 
more  satisfactory  means  of  railway  transport.  Odd  ca 
riages  of  every  build  and  description  were  obtained  whe 
ever  opportunity  offered,  and  within  a few  weeks  wi 
alterations  hastily  but  effectively  carried  out,  a number 
efficient  if  not  luxuriously  appointed  hospital  trains  we 
forthcoming,  and  it  says  much  for  the  officers  who  did  tl; 
work  that  although  at  the  present  time  over  thirty  liospit 
trains  are  running,  no  less  than  seven  are  of  the  origin 
improvised  series,  and  are  still  found  efficient. 

One  word  should  be  added  regarding  the  fleet  of  impr 
vised  barges  which  run  on  the  canals  between  the  fro 
and  two  of  the  general  hospital  areas.  There  is  no  dou 
that  the  smooth  passage  of  these  boats  provides  the  acc 
of  comfort  for  patients  to  whom  the  unavoidable  sliakii 
of  a railway  journey  entails  both  pain  and  harm.  It 
unfortunate  that  the  general  utility  of  the  barges  is  limiti 
to  the  few  districts  in  which  canals  are  to  be  found. 


Fig.  1. — Interior  of  a ward  at  a general  hospital  at  a base  in  France. 
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The  splendid  motor  ambulance  convoys  attached  to  each 
district,  and  for  most  of  which  the  army  is  indebted  to  the 
Red  Cross  Societies  of  the  United  Kingdom  and  the 
Colonies,  have  been  already  referred  to  as  to  their  work  at 
the  front,  and  no  further  mention  of  their  devoted  work  is 
necessary  at  this  place. 

As  to  the  last  link  between  the  general  hospitals  on  the 
lines  of  communication  and  the  base  in  England,  the 
hospital  ships,  it  suffices  to  say  that  they  leave  nothing 
to  be  desired. 

WOUND  TREATMENT. 

This  question,  which  has  exercised  the  ingenuity  of 
man  since  the  birth  of  surgery,  has  abated  no  jot  of  its 
capacity  for  arousing  controversy  and  avoiding  a solution 
which  can  satisfy  all. 

Experience  has  in  no  way  controverted  that  gained  in 
civil  practice  in  the  use  of  aseptic  methods,  but  has,  on  the 
other  hand,  proved  conclusively  that  advance  in  the  treat- 
ment of  septic  wounds  has  had  in  this  campaign  to  start 
from  an  unfamiliar  standpoint,  and  has  progressed  but 
slowly.  Practical  application  has  demonstrated  the  supe- 
riority of  the  Listerian  principle  and  method,  but  the 
multiplicity  of  the  chemical  media  employed  affords 
evidence  enough  of  the  difficulty  met  with  in  establishing 
any  one  means  as  that  suitable  for  every  class  of  case.  On 
two  points  alone  can  no  difference  of  opinion  exist : (1)  The 
urgency  of  an  efficient  primary  mechanical  cleansing  and 
exposure  of  the  wound  cavity,  and  (2)  the  importance  of 
maintaining  the  wounded  part  at  rest.  The  latter  point 
raises  the  first  great  difficulty  which  has  to  be  met  by  the 
military  surgeon,  the  absolute  necessity  of  early  transport 
of  the  wounded  man;  and  leads  directly  to  a second, 
the  amount  of  interference  advisable  in  wounds  which 
have  reached  the  “ intermediate  stage,”  that  is,  the  period 
of  established  infection  during  its  first  phase,  the  con- 
dition, in  fact,  in  which  a large  proportion  of  all  gunshot 
wounds  reach  the  general  hospitals  on  the  lines  of 
communication. 

Speaking  generally,  it  has  been  shown  that  if  the 
primary  mechanical  cleansing  of  the  wound  lias  been 
thoroughly  carried  out,  no  further  gross  intervention 
should  be  necessary;  further,  that  if  want  of  time  and 
medical  officers  has  not  allowed  of  this  procedure  being 
fully  carried  out,  yet  if  the  wound  has  been  sufficiently 
opened  up  and  primary  drainage  ensured,  the  subsequent 
treatment  is  comparatively  simple.  From  the  point  of 
view  of  the  surgeon  on  the  lines  of  communication,  free 
incisions  are  never  objectionable,  provided  they  be  made 
in  such  directions  as  not  to  render  the  subsequent 
secondary  closure  of  the  wound  impracticable,  the  one 
structure  for  which  he  pleads  avariciously  being  the 
integument.  The  primary  cleansing,  given  satisfactory 
surroundings,  cannot  have  been  undertaken  too  early,  as 
every  hour  of  delay  adds  to  the  subsequent  task  of  dealing 
with  the  infection.  In  this  relation  the  immediate  re- 
moval of  shell  fragments  and  clothing  is  of  the  first 
importance,  because  if  allowed  to  remain  the  deferred 
operation,  even  in  minor  wounds,  may  prove  a procedure 
of  great  danger  when  the  patient  has  arrived  at  the 
general  hospital  on  the  lines  of  communication.  Such  an 
apparently  trivial  operation  may  be  followed  at  this  stage 
by  an  acute  extension  of  anaerobic  infection  involving  the 
whole  segment  of  a limb,  the  entire  member,  or  indeed  be 
sufficiently  extensive  to  lead  to  the  loss  of  the  limb,  or 
even  the  patient’s  life. 

The  conditions  of  war,  however,  not  infrequently  prevent 
an  ideal  early  treatment  of  the  wounds.  It  may  be  impos- 
sible to  remove  patients  from  “No  Man’s  Laud,”  or  even 
from  the  trenches,  for  many  hours  or  even  days  after 
reception  of  the  wound.  On  the  occasion  of  serious 
fighting  the  number  of  the  wounded  may  make  it  impos- 
sible for  the  requisite  amount  of  time  to  be  spent  on  indi- 
viduals, especially  those  less  seriously  injured.  Lastly, 
unavoidable  delay  in  transport  may  result  in  extension  of 
infection  and  conversion  of  a promising  case  as  it  left  the 
casualty  clearing  station  into  one  arriving  at  the  general 
hospital  in  a highly  unsatisfactory  condition. 

Happily,  whatever  the  initial  procedure  and  application 
may  have  been,  in  many  . cases  the  young  and  healthy 
patients  arrive  in  good  general  condition,  the  local  wound 
progressing  satisfactorily,  in  some  instances  devoid  of  any 
serious  infection.  In  a considerable  proportion,  however, 
men  are  admitted  suffering,  both  generally  and  locally, 
with  every  grade  of  infection  from  the  slight  to  the  most 


severe.  The  former  class  present  little  difficulty,  the 
wounds  heal  readily  under  any  form  of  simple  application, 
or,  as  a time-saving  and  precautionary  measure,  the  smaller 
wounds  may  be  completely  excised  and  the  gap  sutured. 
The  latter  method,  especially  advocated  by  Colonel 
H.  M.  W.  Gray,  has  been  attended  by  success  in  his  own 
hands  and  in  those  of  other  surgeons,  particularly  in  the 
case  of  uncomplicated  scalp  wounds  or  the  smaller  multiple 
injuries  inflicted  by  fragments  of  shells  or  bombs. 

A vastly  more  difficult  problem  is  presented  by  patients 
arriving  in  the  stage  of  acute  development  of  infections. 
The  wound  has  already  been  primarily  opened  up  and 
cleansed,  and  the  question  arises  whether  further  surgical 
interference  will  effect  improvement"  or  lead  to  increased 
extension  of  the  infective  process.  On  the  one  hand,  it  is 
evident  that  the  patient  is  suffering  from  an  exacerbation 
directly  due  to  the  disturbance  involved  by  transport ; on 
the  other,  the  possibility  is  always  present  that  delay, 
even  of  a few  hours,  may  allow  such  progress  as  to  render 
any  further  intervention  useless.  A rough-and-ready 
distinction  between  cases  in  which  clmical  evidence  sug- 
gests anaerobic  or  aerobic  infection  respectively  to  pre- 
dominate forms  the  most  useful  guide.  In  the  former 
case  delay  may  be  fatal  to  life  or  limb,  in  the  latter  an 
interval  of  rest  often  results  in  a rapid  subsidence  both  of 
local  signs  and  general  symptoms,  and  no  further  incision 
may  be  required. 

Patients  arriving  at  the  general  hospitals  may  have  been 
submitted  to  several  varieties  of  primary  wound  treat- 
ment. Speaking  generally,  the  principles  adopted  have 
consisted  in  the  maintenance  of  rest,  moisture,  and  an 
antiseptic  application.  In  the  earlier  stages  of  the  cam- 
paign numerous  antiseptic  solutions  were  employed,  also 
the  hypertonic  saline  solution,  but  of  late,  in  the  great 
majority  of  cases,  solutions  of  which  the  active  con- 
stituent is  chlorine  have  found  most  favour  and  have 
proved  the  most  satisfactory  in  practice.  Eusol,  and  with 
gradually  increasing  frequency  the  Dakin-Daufresne  solu- 
tion of  hypochlorite  of  sodium,  are  those  now  most  com- 
monly resorted  to.  In  the  case  of  the  former,  moist 
gauze  dressings,  in  combination  with  ordinary  rubber 
drainage  tubes,  have  been  generally  employed ; for  the 
latter  the  technique  of  Carrel  is  used. 

A smaller  number  of  cases  have  been  treated  by  other 
methods,  such  as  primary  suture,  the  salt  pack,  closure 
after  the  introduction  of  a mixture  of  iodoform,  bismuth 
subnitrate  and  paraffin  (Rutherford  Morison’s  method),  a 
solution  of  brilliant  green,  etc.  A word  may  be  added 
regarding  the  salt  pack  method  advocated  by  Colonel 
H.  M.  W.  Gray.  This  method,  consisting  in  a thorough 
packing  of  every  crevice  of  the  wound  with  gauze,  between 
the  layers  of  which  tablets  of  sodium  chloride  are  enclosed, 
is  suitable  for  wounds  of  the  large  funnel  type  or  of  a 
superficial  nature.  It  is  not  safe  for  tunnel  wounds,  wounds 
implicating  the  large  vessels,  or  highly  comminuted 
fractures.  The  early  action  of  the  sodium  chloride  is 
inhibitory,  and  gives  no  aid  to  the  healing  process;  indeed, 
the  tablets,  even  when  enveloped  in  gauze,  cause  local 
necrosis  of  the  tissues  opposite  to  them.  On  the  other 
hand,  wounds  dressed  in  this  manner  may  be  left  un- 
touched in  many  cases  for  a week  or  ten  days,  during 
which  period  the  patient's  general  condition  remains 
excellent.  The  pack,  acting  as  a foreign  body,  excites  a 
local  reaction  around  the  wound,  with  a consequent  narrow 
wall  of  inflammatory  infiltration  which  protects  the  general 
system  from  the  absorption  of  toxic  products  from  the 
wound.  Suitable  cases  dressed  in  this  manner  arrive  in  a 
surprisingly  good  condition  at  the  general  hospitals,  and 
the  wounds  do  well  with  subsequent  cleanly  antiseptic 
treatment.  Subsequent  introductions  of  the  pack  are 
neither  conducive  to  rapid  closure  of  the  wound,  clean 
liness,  nor  the  amenities  of  the  ward,  and  are  undesirable. 

It  may  be  well  here  to  mention  the  experience  which 
has  been  gained  as  to  three  points  in  the  technique  of 
the  treatment  of  septic  wounds — drainage,  irrigation,  and 
baths. 

Drainage. 

The  methods  of  maintaining  the  free  escape  of  septic 
discharges  from  the  wound  have  undergone  considerable 
modification,  although  no  doubt  has  arisen  as  to  the 
cardinal  importance  of  the  principle  to  be  carried  out. 
In  the  earlier  stages  of  the  war  it  was  effected  mainly  by 
the  introduction  of  rubber  tubes  of  large  calibre  and  othet 
devices,  and  these  were  retained  for  prolonged  periods  at 
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tlie  general  hospitals.  The  objections  to  this  method — the 
tendency  of  the  tube  to  form  for  itself  a localized  channel 
useless  for  general  escape  of  fluid,  the  presence  of  a foreign 
body  in  the  wound  capable  of  exercising  injurious  local 
pressure,  the  establishment  of  a track  by  which  infection 
could  be  freely  conveyed  from  the  surface  to  the  depths  of 
the  wound  cavity,  and  lastly,  the  difficulty  of  determining 
the  moment  at  which  the  tube  might  be  safely  removed 
after  its  prolonged  stay — were  obvious,  but  they  were  faced 
for  a time  in  view  of  the  very  serious  infections  that  had 
to  le  dealt  with.  A revulsion,  however,  soon  followed, 
in  consequence  of  the  unsatisfactory  results  attained,  and 
the  tube  is  now  retained  as  a provisional  measure,  and  in 
many  cases  not  employed  at  all.  The  main  element  in 
the  decreased  use  of  the  cylindrical  tube  has  been  the  in- 
troduction of  what  may  be  called  the  “ curtain  ” method. 
This  is  well  illustrated  in  two  forms  by  Carrel’s  and 
Rutherford  Morison’s  systems  respectively.  In  Carrel’s 
the  wound  surfaces  are  kept  apart  not  by  the  small  tubes 
employed  for  the  purpose  of  instillation,  but  by  the  layer 
of  fluid  constantly  renewed  between  them  and  the  light 
gauze  packing  introduced  to  retain  it.  In  Rutherford 
Morison’s,  a thin  layer  of  an  antiseptic  medium  covers 
every  part  of  the  surface  of  the  exposed  tissues,  and  forms 
a curtain  or  cleft  which  allows  for  the  escape  of  such 
fluids  as  may  collect  within  the  wound.  The  drainage 
effected  by  the  salt  pack  is  of  a similar  character,  supple- 
mented by  the  absorptive  power  of  the  pack  itself  before 
it  becomes  thoroughly  impregnated  with  the  discharges. 

Irrigation. 

Continuous  irrigation  has  greatly  lost  in  favour;  it  has 
the  primary  objection  of  inconveuience  to  the  patient, 
while  experience  has  demonstrated  the  difficulty  of  pre- 
venting the  fluid  from  forming  definite  runlets,  and  con- 
sequently  of  ensuring  the  flow  of  the  fluid  employed  over 
the  whole  surface  of  the  wound.  Its  use  has  consequently 
been  more  and  more  restricted ; and,  except  in  the  form 
of  a periodical  flush,  irrigation  is  little  employed. 

Baths. 

Antiseptic  baths  have  also  lost  in  favour  with  the  de- 
velopment of  more  effective  antiseptic  methods.  Beyond 
the  obvious  difficulties  of  so  arranging  the  limb  as  to 
avoid  pressure  and  swelling  (a  difficulty,  by  the  way, 
much  diminished  by  the  excellent  form  of  bath  devised  by 
Captain  M.  Donaldson),  the  bath  entails  the  serious  dis- 
advantage, in  dealing  with  a septic  limb,  of  the  imprac- 
ticability of  preventing  hurtful  movements  of  the  part. 

At  the  present  time  the  most  successful  results  that  are 
being  attained  in  all  forms  of  wound  are  undoubtedly 
those  in  which  the  Carrel-Dakin  method  is  employed. 
This  method  has  not  only  shown  itself  successful  in  the 
early  treatment,  but  also  in  the  later  treatment  of  septic 
wouuds,  even  in  the  stage  of  chronic  established  suppura- 
tion. It  has  been  definitely  proved  that  simple  flesh  wounds 
dealt  with  during  the  first  twelve  hours  after  infliction  can 
be  rendered  practically  sterile  in  an  average  of  six  days, 
those  dealt  with  later  in  an  average  of  twelve  days,  that 
compound  fractures  may  bo  sterilized  within  three  weeks, 
and  that  all  three  classes  of  case  may  be  secondarily 
sutured  and  closed  at  these  date's.  Economy  in  time, 
diminution  in  the  risks  of  secondary  complications, 
increase  in  the  comfort  and  well-being  of  the  patient 
during  treatment,  are  all  ensured  by  the  method. 

It  also  ensures  what  has  become  the  supreme  object 
in  dealing  with  septic  wounds,  the  possibility  of  early 
secondary  suture.  The  importance  of  using  a bacterio- 
logical test  to  determine  the  date  of  closure  of  the  wound 
cannot  be  too  strongly  impressed  if  anything  like  habitual 
success  is  to  be  attained.  Opportunity  has  not  yet  been 
afforded  for  the  trial  of  the  method  during  a great  rush  of 
wounded  men,  but  arrangements  have  been  made  to  carry 
it  out  if  possible.  Even  should  this  prove  impracticable, 
the  system  cau  readily  be  carried  out  in  quieter  times  for 
a very  large  number  of  patients.  It  has  one  obvious 
advantage  over  any  other  method  of  treating  septic 
wounds,  the  production  of  a thin  supple  scar,  not  likely  to 
interfere  with  the  mobility  of  the  parts,  or  to  cause  trouble 
by  subsequent  contraction. 

The  alternative  method  of  secondary  closure  (that  of 
Rutherford  Morison ')  avoids  the  tedious  process  and  care- 
ful manipulation  essential  to  the  success  of  Carrel’s  method, 
saves  much  time  on  the  part  of  both  surgeons  and  nurses, 


and  the  patient  has  not  to  undergo  the  discomfort  0! 
repeated  dressings.  Little  experience  has  yet  been  gained 
of  its  suitability  as,  a primary  procedure,  but  in  infected 
suppurating  wounds  it  has  attained  great  success.  It  must, 
however,  be  allowed  that  the  cicatrix  obtained  is  very 
inferior  to  that  which  follows  the  use  of  Carrel’s  system, 
from  the  initial  period  onward,  and  the  inclusion  of  particles 
of  bismuth  and  iodoform  has  some  disadvantages,  both 
immediate  and  remote.  One  great  advantage  of  Rutherford 
Morison’s  method  is  also  lost  in  the  cases  treated  by  it  in  a 
field  ambulance  or  casualty  clearing  station — the  patients 
must  undergo  transport  with  its  consequent  shaking  and 
disturbance  of  the  wound;  hence  patients  with  the  slighter 
injuries,  whose  wounds  have  been  closed  by  this  method 
often  arrive  with  the  composition  escaping  from  a wound 
in  which  little  or  no  union  has  taken  place,  and  no 
appreciable  benefit  has  been  conferred. 

While  it  may  be  said  fairly  that  the  Listerian  principle 
has  been  more  nearly  attained  by  the  method  of  Carrel 
than  by  any  other  in  use,  and  that  the  results  are  of  a very 
satisfactory  nature,  yet  it  must  still  be  allowed  that  an 
ideal  antiseptic  medium  remains  to  be  found,  especially 
in  respect  of  consistency  of  strength  and  persistence  in 
action.  In  both  respects  the  bismuth  iodoform  methods 
offer  some  advantages  to  make  up  for  the  cruder  character 
of  the  cosmetic  results  obtained.  In  France  the  surgeon, 
like  the  modern  Jew,  still  awaits  the  advent  of  the 
Messiah  ; perhaps  that  advent  is  near  in  the  person  of 
flavine.  Meanwhile,  we  rest  in  hope  and  happy  in  the 
firm  belief  that  “ the  stimulus  of  imperfection  taking 
place  immediately  calls  forth  the  action  of  restoration," 
and  the  struggle  is  maintained  to  further  the  great  prin- 
ciple, “the  first  aud  great  requisite  for  the  restoration  of 
wounded  parts  is  rest,  as  it  allows  that  action  which  is 
necessary  for  repair  to  go  on  without  interruption,’’  a 
struggle  which  only  the  military  surgeon  ou  active  service 
can  fully  appreciate. 

SECONDARY  HAEMORRHAGE. 

In  the  light  of  modern  surgery  this  accident  has  been 
deplorably  common,  and  though  but  little  new  has 
emerged  from  the  experience  of  the  war,  a few  remarks 
upon  the  subject  seem  warranted,  the  more  so  in  that  the 
increasing  frequency  with  which  transfusion  of  whole 
blood  has  been  employed  to  counteract  the  effects  of  the 
accident  does  show  some  advance  in  treatment. 

As  a manifestation  of  septic  infection,  it  is  obvious  that 
improved  methods  of  wound  treatment  offer  the  best 
chance  of  reducing  the  frequency  of  secondary  haemor- 
rhage, and  it  may  be  confidently  stated  that  with  the 
development  of  more  satisfactory  methods  the  accident 
has  become  less  common.  Still  it  must  be  recognized  that 
in  dealing  with  gunshot  wounds  we  are  likely  to  be  of 
necessity  limited  to  the  process  of  secondary  sterilization 
of  an  infected  wound;  further,  that  we  stand  in  the  face 
of  a variety  of  wound  in  which  incomplete  primary  lesions 
of  the  blood  vessels  are  more  common  than  in  any  other. 
The  eventual  perforation  of  the  vessel  wall,  therefore,  is  up 
to  a certain  date  more  commonly  the  result  of  the  separa- 
tion of  a slough  of  primarily  devitalized  tissue  than  due 
to  the  extension  of  a process  of  ulceration  from  without. 

One  or  two  special  features  may  be  emphasized  in  con- 
nexion with  secondary  haemorrhage  from  gunshot  wounds. 
It  may,  of  course,  occur  from  any  large  vessel,  or  in  old 
toxaemic  or  septicaemic  subjects  it  may  be  of  the  paren- 
chymatous variety.  Given  this  generalization,  however, 
we  find  that  certain  vessels  are  much  more  commonly  the 
source  of  bleeding  than  others.  The  localization  is  deter- 
mined by  the  degree  of  fixation  of  the  vessel  and  the  firm- 
ness of  the  bed  upon  which  it  lies.  Thus  the  circumflex 
branches  of  the  axillary  artery,  the  subscapular  or  posterior 
scapular  vessels  in  proximity  to  the  scapula,  the  gluteal 
artery,  the  articular  branches  of  the  popliteal  artery,  the 
circumflex  branches  of  the  profunda  femoris,  the  femoral 
artery  in  the  lower  part  of  Hunter’s  canal,  and  the  anterior 
tibial  artery  as  it  lies  on  the  interosseous  membrane,  are  all 
common  sites,  aud,  it  may  be  also  remarked,  troublesome 
ones  in  which  to  deal  comfortably  with  the  injured  vessel. 
Another  peculiarity  is  the  comparative  frequency  with 
which  large  trunks  in  mobile  positions,  such  as  Scarpa’s 
triangle,  may  escape  damage  by  displacement  and  lie 
exposed  on  the  surface  of  a large  open  wound.  Such 
vessels  may  not  infrequently  have  suffered  contusion  with 
consequent  thrombosis. 
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As  to  the  general  treatment  of  these  injured  vessels, 
i little  new  has  been  evolved;  direct  local  ligature,  pro- 
jlonged  forcipressure,  or  at  the  last  extremity  local  plugging, 
are  still  the  means  on  which  the  surgeon  must  depend. 
On  rare  occasions,  as  an  emergency  measure,  a proximal 
ligature  may  be  applied,  but  this  is  rarely  successful  and 
often  harmful.  A single  exception  to  this  rule  must  be 
allowed  in  the  case  of  uncontrollable  haemorrhage  from 
wounds  of  the  gluteal  region  ; here  in  several  instances 
ligature  of  either  the  internal  iliac  artery  or  its  posterior 
j trunk  has  proved  a successful  measure. 

The  proper  method  of  treatment  of  an  exposed  arterial 
trunk,  whether  thrombosed  or  not,  has  opened  up  a ques- 
tion upon  which  the  civil  surgeon  rarely  has  to  form  a 
decision.  It  may  be  broadly  stated  that  the  line  of  treat- 
ment depends  mainly  upon  the  degree  of  septicity  of  the 
wouud  of  the  surrounding  soft  parts.  If  the  arterial  coats 
are  not  seriously  damaged  and  the  wound  be  in  a con- 
dition likely  to  respond  to  antiseptic  treatment,  an  expec- 
tant attitude  should  be  assumed  if  the  vessel  be  pervious. 
If,  on  the  other  hand,  the  artery  is  thrombosed,  the  right 
course  is  to  place  ligatures  both  above  and  below  the 
obliterated  portion  of  the  vessel,  because  such  arterial 
thrombi  in  any  case  result  in  permanent  occlusion,  while 
in  many  instances  the  vessel  may  give  way  at  the  limits 
of  the  clot,  a solid  cylinder,  like  a pencil,  coming  away 
with  great  risk  of  haemorrhage ; beyond  this  the  clot 
provides  a possible  source  of  a peripheral  embolus. 

As  to  the  general  treatment  of  patients  in  whom  a 
secondary  haemorrhage  has  occurred,  internal  styptics 
such  as  calcium  lactate  have  proved  useless.  This  is 
easily  intelligible  in  the  case  of  the  larger  vessels,  for  in 
such  a more  or  less  rounded  opening  is  usually  present, 
the  occlusion  of  which  by  a mural  clot  is  of  no  more  than 
very  temporary  use,  while  a local  thrombus  obstructing 
the  whole  lumen  is  unlikely  to  form.  Even  in  cases  of 
the  parenchymatous  variety  internal  remedies  have  proved 
useless. 

The  main  advance  in  treatment  has  consisted  in  a return 
to  the  practice  of  transfusion  of  “ whole  blood,”  which  has 
in  great  measure  displaced  the  unsatisfactory  saline  infu 
sion.  For  the  popularization  of  this  method  we  are  mainly 
indebted  to  our  Canadian  colleagues  in  I’ ranee.  Several 
methods  have  been  employed — the  Kimpton  tube,  the 
Unger  two-way  stopcock,  direct  connexion  of  the  radial 
artery  of  the  donor  with  the  vein  of  the  recipient  by  a 
paraffin-coated  rubber  tube  provided  with  silver  cannulae 
at  either  end,  the  employment  of  a series  of  Record 
syringes,  or  the  citrated  method. 

Papers  have  been  written  on  this  subject  by  E.  Archibald,2 
L.  Bruce  Robertson,3  A.  Fullerton,  G.  Dreyer,  and  H.  C. 
Bazett.4  The  number  of  cases  published  is  not  large  ; the 
latter  authors  include  nineteen  with  eight  recoveries.  A 
large  number  of  patients  have,  however,  been  treated  over 
the  whole  army  area,  and  a generally  favourable  opinion 
as  to  the  results  has  been  established.  It  must  be  re- 
membered also  that  a very  unpromising  type  of  case  has 
often  been  selected.  Generally  speaking,  the  good  results 
have  been  obtained  in  cases  of  pure  anaemia ; when  the 
anaemia  has  depended  in  part  on  haemorrhage,  in  part  on 
septic  infection,  the  procedure  has  not  been  satisfactory. 
Again,  it  has  been  more  frequently  successful  as  a measure 
in  primary  than  in  secondary  haemorrhages. 

Military  conditions  have  allowed  small  opportunity  for 
preliminary  haemolytic  tests  applied  to  either  donor  or 
recipient,  but,  when  practicable,  a small  preliminary  trans- 
fusion of  10  c.cm.  of  the  donor’s  blood  has  been  made  the 
day  previous  to  the  main  procedure;  accidents  due  to 
haemolytic  reaction  have  not,  however,  been  common.  In 
one  case,  under  the  observation  of  the  writer,  the  patient 
passed  highly  blood-stained  urine  for  the  succeeding  thirty- 
six  hours,  but  he  recovered  with  no  further  bad  symptom. 
In  a few  others  alarming  symptoms  have  passed  off  with 
no  further  result  when  the  transfusion  was  discontinued,  and 
two  patients  have  probably  died  as  a direct  result  of  the 
treatment.  Ill  effects  have  not  been  sufficiently  numerous, 
however,  to  raise  the  question  of  justifiability  in  the 
desperate  cases  for  which  the  procedure  is  undertaken. 

GAS  GANGRENE. 

This  complication  has  been  already  dealt  with,  as  it  is 
met  with  in  the  field  ambulances  and  casualty  clearing 
stations.  Naturally  the  most  acute  cases  do  not  reach  the 
hospitals  on  the  lines  of  communication,  and  of  late, 


coincidently  with  the  development  of  the  clearing  station 
accommodation  and  the  general  acceleration  of  the  trans- 
port of  patients  consequent  on  a shorter  and  quicker 
journey,  fewer  cases  of  the  most  serious  nature  arrive. 
None  the  less,  the  insidious  manner  in  which  the 
process  starts,  the  rapidity  with  which  it  spreads,  and 
the  tendency  which  exists  for  delay  in  its  development,  all 
tend  to  maintain  a constant  supply  of  cases  to  the  general 
hospitals. 

Some  early  conceptions  of  the  disease  have  under- 
gone considerable  modification ; thus  it  was  assumed,  in 
consequence  of  the  frequency  with  which  the  limbs  are 
attacked  and  the  fact  that  extension  from  the  limbs  to  the 
trunk  is  commonly  confined  to  the  subcutaneous  tissues, 
that  the  trunk  itself  was  seldom  primarily  affected.  More 
extensive  observation  has  shown  the  fallacy  of  that 
assumption,  and  it  is  now  well  known  that  the  contents  of 
the  cranial  cavity,  the  pleurae,  the  pericardium,  the  peri- 
toneum, the  retroperitoneal  tissue,  and  the  muscular 
planes  of  the  trunk  are  all  attacked  with  varying  degrees 
of  frequency.  The  implication  of  the  great  body  cavities, 
however,  offers  some  special  features ; thus  the  infection  is 
usually  primarily  of  effused  blood  or  blood  clot,  and  in 
consequence  of  the  resistance  of  freshly  effused  blood  to 
the  growth  of  the  organisms,  the  exacerbation  of  symptoms 
is,  as  a rule,  retarded  for  several  days,  or  even  a longer 
period.  The  symptoms  in  such  cases  offer  a remarkable 
resemblance  to  those  of  a sudden  internal  secondary 
haemorrhage,  a fact  that  in  early  days  sometimes  led  to 
confusion. 

Another  question  which  is  at  present  undetermined  is 
the  relative  frequency  with  which  patients  die  from  a pure 
toxaemia,  or  of  an  actual  septicaemia.  The  number  of 
instances  in  which  organisms  have  been  observed  in  or 
cultured  from  the  blood  is  relatively  few,  a remarkable  fact 
considering  the  rapidity  with  which  the  entire  vascular 
system  is  invaded  after  death.  Certain  observations,  how- 
ever, beyond  those  made  upon  the  blood  afford  definite 
evidence  that  at  an  early  stage  a general  infection  is  not 
uncommon.  It  was  remarked  at  Boulogne  in  an  early 
stage  of  the  campaign  that  certain  patients  arriving  with 
gaseous  cellulitis  of  the  limbs  had  at  the  same  time  local 
patches  upon  the  trunk  or  arms  at  the  sites  of  previous 
punctures  for  the  injection  of  tetanus  antitoxin,  or  even 
morphine  injections ; further,  that  similar  phenomena 
might  follow  the  introduction  of  a saline  infusion.  Again, 
cases  were  observed  in  which  gas  was  voided  with  the 
urine,  and  in  one  of  these  a culture  of  B.  perfringens  was 
made  from  the  urine.  Further,  a less  striking  occurrence, 
as  the  tendency  of  these  infections  to  cause  local  throm- 
bosis is  well  known,  a certain  proportion  of  the  patients 
developed  metastatic  deposits  in  other  parts  of  the  body. 
It  may  be  observed  that  one  of  the  most  common  seats  of 
these  latter,  the  opposite  buttock,  is  not  always  free  from 
the  suspicion  of  being  a direct  extension. 

In  other  cases  the  rapidity  of  the  process  suggested  a 
pure  toxaemia,  and  some  support  to  this  view  is  found  in 
the  rapidity  with  which  the  limbs  in  some  cases  enlarge 
from  a toxic  oedema  independently  of  the  presence  of  gas. 
Major  Rowland  found  that  the  filtered  fluid  from  such 
cases  caused  general  oedema  and  death  in  a few  hours 
when  injected  into  rabbits  or  guinea-pigs  independently  of 
the  presence  of  any  organisms,  and  was  working  on  this 
subject  at  the  time  of  his  death. 

The  factors  determining  the  mode  and  rapidity  of 
extension  of  the  process  have  also  given  rise  to 
much  interest.  Certain  facts  appear  to  definitely  favour 
the  view  that  the  process  is  a true  cellulitis,  although 
the  frequency  and  extent  to  which  the  muscles  suffer 
has  led  some  observers  to  speak  of  the  anaerobes 
giving  rise  to  the  condition  as  muscle  feeders.  It  may 
be  premised  that  the  organisms  concerned  can  establish 
no  footing  in  the  body  in  the  absence  of  either  dead 
tissue  or  some  foreign  body,  and,  this  fact  granted,  it  is 
obvious  that  the  localization  of  the  dead  matter  will  corre- 
spond with  the  commencement  of  the  process.  Since  the 
establishment  of  the  fact  by  Major  Curtis  Webb,5  that 
x-ray  examination  allows  the  determination  of  the  presence 
of  gas  in  the  tissues,  this  method  of  examination  has  been 
widely  employed  as  a means  of  diagnosis,  and  the  examina- 
tion of  an  entire  limb  by  this  method  (Major  Littler  Jones) 
affords  some  striking  information.  If,  for  instance,  the 
quadriceps  muscle  of  the  thigh  has  been  wounded,  the  gas 
may  invade  the  entire  muscle,  but  the  extension  will  be 


62 


BRITISH  MEDICINE  IN  THE  WAR,  19 14-17. 


seen  to  follow  the  course  of  the  great  vascular  cleft  to  the 
leg  and  even  the  foot,  being  localized,  in  the  early  stage  at 
least,  to  the  cellular  tissue.  Again,  clinically,  the  extension 
of  gas  from  the  upper  to  the  lower  part  of  the  thigh  may 
sometimes  be  evidenced  by  a characteristic  elongated 
swelling  following  the  course  of  the  vessels.  Then,  with 
regard  to  the  intimate  structure  of  the  muscle  itself,  the 
separation  of  the  individual  fibres  appears  to  indicate  a 
similar  process. 

The  rapidity  with  which  the  cellulitis  spreads  and 
destruction  is  caused  appears  to  depend  on  the  one  hand 
on  the  tension  in  the  special  area  affected,  and  possibly  on 
the  virulence  of  the  organism  or  group  of  organisms  con- 
cerned ; on  the  other,  on  the  degree  of  interference  with 
the  vascular  supply  either  by  the  original  damage  or  by 
subsequent  thrombosis  of  the  vessels  concerned.  Captain 
Bashford6  has  dealt  with  both  these  questions.  The 
clinical  observation  of  the  rapid  development  of  massive 
gangrene  in  a limb  subsequently  to  the  ligature  of  the 
main  artery,  or  again  the  rapid  death  of  that  part  of  a 
long  muscle  cut  off  from  its  arterial  supply,  is  common 
enough. 

As  to  the  actual  organisms  or  combination  of  organisms 
responsible  for  the  gangrene  in  its  special  forms,  which 
may  determine  either  the  soft  oedetnatous  limb  or  the 
tight  drum-like,  or  the  emphysematous  varieties,  no  definite 
knowledge  exists.  Captain  Henry  has  furnished  a short 
summary  (printed  at  page  806)  of  the  important  series  of 
observations  carried  out  by  himself7  on  the  organisms 
concerned. 

Another  point  of  interest  in  this  relation  not  cleared  up 
is  the  absence  of  knowledge  as  to  what  determines  the 
rapid  haemolysis  in  one  case  accompanied  by  the  develop- 
ment of  more  or  less  intense  jaundice,  while  other  patients 
present  merely  the  appearance  of  extreme  anaemia  before 
death.  Generally  speaking,  the  anaemic  patients  are  those 
that  die  most  rapidly,  and  the  difference  may  depend 
simply  on  time,  since  the  characteristic  brilliant  orange- 
coloured  discharge  from  the  wound  met  with  in  mixed 
infections  is  rarely  observed  before  the  third  or  fourth 
day.  The  actual  deficiency  in  the  volume  of  blood  in 
the  cases  of  rapidly  fatal  issue  is  indicated  by  the  low 
tension  of  the  pulse  as  determined  by  palpation,  and  a loud 
knocking  sound  in  the  great  arterial  trunks,  which  gains 
the  same  intensity  as  it  does  in  many  patients  dying  from 
pure  haemorrhage,  and  consequent  fall  in  the  diastolic 
pressure. 

Such  advance  in  methods  of  treatment  as  has  been  made 
rests  entirely  on  the  knowledge  of  the  danger  of  leaving 
dead  infected  tissue  or  foreign  bodies  in  the  wound,  and 
the  necessity  of  relieving  all  tension  in  the  structures 
affected ; thus  the  knife  is  still  our  only  aid.  In  making 
incisions  for  the  relief  of  this  form  of  cellulitis  it  may  be 
remembered  that  size  is  of  minor  subsequent  importance, 
provided  the  incisions  are  so  planned  as  to  avoid  important 
structures  and  to  allow  of  subsequent  secondary  closure. 
The  latter  is  of  special  importance  since  the  wounds 
infected  by  anaerobes  often  rapidly  clean,  and  form  some 
of  the  best  for  secondary  closure  at  a comparatively  early 
date. 

Where  amputation  is  indicated,  the  one  principle  to  be 
adhered  to  consists  in  the  maintenance  of  an  open  stump. 
It  has  been  found  that  under  these  conditions,  even 
where  the  amputation  has  been  made  through  oedematous 
tissue,  the  latter  drains  freely  and  no  further  extension 
takes  place.  Beyond  this,  oedematous  connective  tissue, 
especially  that  of  the  green  variety,  is  often  found  to  be 
sterile,  hence  the  inadvisability  of  interfering  with  it, 
particularly  around  the  vessels  and  nerves,  and  thus 
opening  up  the  planes  of  the  limb  to  further  infec- 
tion. 

Sir  Almroth  Wright,8  in  a paper  on  the  conditions  which 
govern  the  growth  of  the  bacillus  of  gas  gangrene  in 
artificial  culture  media,  in  the  blood  fluids  in  vitro,  and  in 
the  dead  and  living  organism,  has  made  the  suggestion 
that  intravenous  injections  of  sodium  bicarbonate  may 
prove  a means  of  combating  the  toxaemia,  and  gives  short 
details  of  six  patients  treated  by  this  method,  of  whom 
two  survived.  He  assumes  that  in  the  treatment  of  the 
so-called  “gas  gangrene  infections  of  man”  he  was 
dealing  essentially  with  the  same  phenomena  as  those 
observed  in  certain  laboratory  experiments  which  showed 
that  the  bacillus  of  Welch,  when  grown  in  vitro  in  serum, 
diminishes  the  antitryptic  power  of  the  medium  and 


renders  it  acid,  thus  converting  the  serum  into  a j; 
eminently  favourable  medium  for  the  growth  of 
bacillus.  Experiments  on  the  blood  in  the  dead  b< 
showed  that  it  is  these  chemical  changes  which  furn 
the  conditions  required  for  the  avalanche-like  progress 
the  bacterial  infection.  Finally,  experiments  on  liv 
animals  showed  a reduction  in  the  alkalinity  of  the  fit 
taken  from  the  focus  of  infection,  and  a reduction  in  t 
of  the  circulating  blood — also  an  increase  in  the  a 
tryptic  power  of  the  blood,'  combined  with  a diminis 
or  abolished  antitryptic  power  in  the  infected  tissues. 

In  his  investigations  of  the  disease  in  human  subj< 
he  found  the  same  high  antitryptic  response  in  the  oh 
lating  blood  and  the  reduced  or  abolished  antitryptic  po' 
in  the  infected  tissues  or  infected  effusions,  combined  w 
diminished  alkalinity  of  both  tissues  and  effusions — tl 
a local  acidosis  but  also  an  acidaemia,  the  latter  be 
found  when  an  infection  has  culminated  in  “ gas  gangr 
toxaemia.” 

TETANUS. 

Tetanus,  the  terrible  scourge  which  gave  rise  to  so  gt 
anxiety  in  the  autumn  and  early  winter  of  1914,  has  beco 
a comparatively  infrequent  wound  complication  since 
adoption  of  prophylactic  injections  of  antitoxin  in  all  ca 
of  wounds  and  in  cases  of  “ trench  foot  ” accompanied 
vesication.  Nevertheless  cases  still  occur,  in  some  instan 
because  the  primary  injection  has  been  given  late  a 
result  of  the  patient  not  being  able  to  be  “collected”  fi 
the  zone  of  fire,  a few  men  escape  treatment  as  a con 
quence  of  the  number  of  wounded  needing  to  be  dealt  u 
after  a serious  engagement,  and  special  idiosyncrasy  n 
account  for  others.  At  an  early  date  it  was  also  recogni 
that  the  protective  influence  of  the  antitoxin  is  of 
exhausted  at  the  end  of  eight  or  ten  days ; hence  a gem 
order  was  given  to  the  effect  that  the  injections  sho 
be  repeated  at  intervals  of  seven  days  in  all  cases  of  seri 
wound  and  to  patients  whose  wounds  were  not  progress 
well. 

The  cases  met  with  include  every  degree  and  variety 
the  disease.  Thus  very  acute  cases  with  general  spasi 
slight  cases  in  which  trismus  is  the  main  feature,  cases 
“ head  tetanus,”  either  of  the  paralytic  class  or  with  clo 
spasms  of  the  muscles  of  mastication,  splanchnic  tetar 
local  tetanus  of  the  limbs,  sometimes  remaining  confinec 
the  wounded  member,  in  others  becoming  general,  i 
cases  of  the  so-called  delayed  class.  In  one  remarks 
instance  of  the  last  variety  the  patient,  who  had  been  s 
to  England  in  August  with  a small  wound  of  the  butte 
at  the  bottom  of  which  was  a small  retained  foreign  bo 
returned  to  duty  two  months  later.  When  on  duty  in 
trenches  stiffness  of  the  corresponding  limb,  at  f 
ascribed  to  sciatica,  developed,  and  later  general  teta 
symptoms.  Active  treatment  with  antitoxin  was  follo\ 
by  an  uninterrupted  recovery. 

Accumulated  experience  has  negatived  the  utility 
treatment  with  carbolic  acid  or  magnesium  sulphate,  b 
of  which  remedies  were  vaunted  in  the  early  stages  of 
campaign.  Curative  treatment  by  antitoxin  is  still  u 
its  trial,  and  considerable  differences  of  opinion  exist  b 
as  to  its  utility  and  as  to  which  route  should  be  chosen 
its  exhibition.  The  subcutaneous  route  is  generally  c 
sidered  unsatisfactory  on  account  of  the  delay  in  c 
veyance  of  the  antitoxin  to  the  required  area;  liei 
although  generally  chosen  for  prophylactic  purposes, 
use  as  a method  of  curative  treatment  is  restricted  to 
auxiliary  role.  The  intermuscular  route  has  found  m 
favour,  although  its  efficacy  is  doubted  by  many. 
intravenous  route  has  not  been  shown  to  be  speci: 
efficacious,  and  as  accidents  of  an  anaphylactic  charai 
have  followed  its  use  it  has  been  practically  abandoi 
The  general  applicability  of  the  intrathecal  route  is  f 
under  discussion  ; the  chief  objection  to  its  use  lies  in 
large  quantity  of  serum  which  requires  to  be  introdu 
and  the  comparatively  serious  nature  of  the  proced 
itself  if  repeated  injections  are  made.  In  some  case 
definite  disturbance  of  the  intracranial  pressure  appear 
result,  and  in  some  local  inflammatory  changes  in 
spinal  theca  have  occurred.  In  spite  of  these  objecti 
the  intrathecal  method  has  been  very  largely  employ 
and  a trial  is  now  being  made  of  a highly  concentre 
antitoxin. 

The  prognosis  has  depended  in  individual  cases  on 
length  of  the  incubation  period,  and,  in  spite  of  treatin 
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the  mortality  lias  remained  above  70  per  cent,  of  all  cases 
treated.  Symptomatic  treatment  by  chloral  and  morphine, 
particularly  the  former,  has  retained  its  character  both  in 
the  relief  of  suffering  and  as  curative,  in  so  far  as  it  tends 
to  delay  exhaustion  dependent  on  the  spasms. 

OTHER  WOUND  INFECTIONS. 

Little  new  can  be  said  regarding  the  remaining  forms  of 
wound  infection,  but  it  may  be  generally  stated  that  the 
antiseptic  solutions  depending  upon  chlorine  for  their 
active  element  have  proved  the  most  successful  applica- 
tion. One  form  of  streptococcus  infection  deserves  special 
mention  as  possibly  corresponding  to  the  variety  of 
“ classical  hospital  gangrene  ” described  as  the  mem- 
branous. Cases  of  this  nature  have  not  been  common, 
although  sufficiently  so  to  have  become  familiar.  A wound 
which  has  previously  been  apparently  progressing  favour- 
ably becomes  covered  with  a dense  grey  tough  membrane, 
firmly  adherent  to  the  subjacent  granulations.  In  the 
earliest  stage  this  membrane  does  not  materially  differ 
from  the  thin  layer  of  coagulated  fibrin  and  included 
leucocytes  which  not  uncommonly  forms  in  cases  of 
streptococcic  infection  which  after  a time  fail  to  respond 
to  treatment.  The  same  cessation  of  free  discharge  from 
the  wound  surface  is  observed,  a condition  well  described 
by  Colonel  Sir  Almroth  Wright  as  “ lymph  bound.”  The 
membrane  then  thickens  so  as  to  resemble  one  of  the 
diphtheritic  class ; in  fact  strong  suspicion  was  aroused  in 
the  earlier  stages  of  the  war  that  the  change  was  due  to  a 
diphtheritic  infection.  Bacteriological  examination  has, 
however,  in  all  cases  resulted  in  the  discovery  of  strepto- 
cocci alone.  With  the  development  of  the  membrane  a 
continuously  increasing  hard  white  oedema  spreads  up  the 
limb  or  on  to  the  trunk,  the  patient  meanwhile  suffering 
with  pronounced  signs  of  toxaemia.  Incisions  iuto  the 
oedematous  area  give  rise  only  to  the  escape  of  a small 
amount  of  serous  discharge,  and  the  tension  wounds  tend 
to  dry  up  with  little  change.  Amputation  is  usually  fol- 
lowed by  a recurrence  of  the  same  type  of  wound  surface, 
and  the  patient  dies  in  from  four  days  to  a week’s  time 
after  the  commencement  of  the  process.  No  successful 
method  of  dealing  with  this  special  form  of  wound 
infection  has  been  devised. 

Septicaemia. 

The  most  common  form  has  been  in  connexion  with 
streptococcal  infections.  It  cannot  be  said  that  any 
advance  has  been  made  in  the  treatment  of  this  condition. 
Encouraged  by  the  results  published  by  Messrs.  Fraser  and 
Bates9  in  dealing  with  some  acute  general  infections,  aud 
the  work  of  Lorrain  Smith  and  his  colleagues,  a more  or 
less  extended  trial  has  been  made  of  intravenous  injections 
of  liypochlorous  acid  in  the  form  of  eusol,  but  no  satis- 
factory results  have  been  obtained.  The  same  remark 
obtains  to  a more  limited  trial  with  colloid  chloride  of 
gold.  The  work  of  Dakin  has  shown  that  the  antiseptic 
power  of  injections  of  eusol  must  be  small  in  consequence 
of  the  minute  amount  of  the  antiseptic  in  proportion  to 
the  volume  of  the  patient's  blood.  If  either  this  solution 
or  that  of  chloride  of  gold  can  effect  any  useful  purpose,  it 
is  probably  only  by  exciting  as  irritants  a certain  degree  of 
activity  in  the  endothelial  lining  of  the  blood  vessels,  and 
in  neither  case  has  this  proved  sufficient  to  serve  the 
purpose  aimed  at  of  sterilizing  the  blood. 

INJURIES  TO  THE  GREAT  VESSELS. 

The  dangerous  nature  of  injuries  to  the  great  vascular 
trunks  has  been  amply  demonstrated  by  the  fact  that, 
except  one  or  two  injuries  to  the  innominate  vessels,  the 
subclavian  artery  in  the  thoracic  part  of  its  course,  and 
possibly  a few  iliac  (although  the  writer  has  seen  none  of 
the  latter  amongst  over  300  carefully  examined  cases  of 
injuries  to  the  larger  arteries),  injuries  to  the  vessels  of 
the  trunk  have  been  conspicuous  by  their  absence  on  the 
lines  of  communication. 

A considerable  experience  has  been  gained  regarding 
the  effects  of  contusion  of  the  vessels,  which  has  in  the 
main  substantiated  the  French  pre-war  experimental 
observations.  At  the  same  time,  the  occurrence  of  single 
simple  linear  fissures  of  the  intima  has  been  a more 
common  form  of  lesion  than  one  would  have  been  led  to 


expect.  The  chief  importance  of  these  lesions  has  been 
in  connexion  with  secondary  haemorrhage,  to  which 
allusion  has  already  been  made,  and  in  the  frequency 
with  which  the  injury  is  followed  by  thrombosis.  Several 
instances  of  subsequent  embolism  have  been  observed,  this 
particularly  in  the  case  of  the  cervical  vessels,  where 
cerebral  embolisms  are  readily  detected  as  a consequence 
of  the  obvious  signs  with  which  blockage  of  the  cerebral 
vessels  is  attended.10  11  This  experience,  combined  with 
that  of  similar  accidents  occurring  in  connexion  with 
actual  wounds  of  the  vessels,  raises  the  question  of  how 
great  a proportion  of  the  instances  of  gangrene  of  the 
extremities  following  injuries  to  the  vessels  of  the  limb3, 
either  spontaneous  or  following  ligature,  is  due  solely  to 
the  local  occlusion  of  the  main  vessel.  It  seems  likely,  if 
all  these  cases  could  be  thoroughly  investigated,  that 
embolism  in  the  distal  circulation  plays  a more  important 
part  than  has  hitherto  been  accorded  to  it,  since  several 
observations  have  been  made  of  its  occurrence. 

The  frequency  with  which  various  forms  of  missile  have 
been  employed  lias  been  followed  by  considerable  change 
in  the  nature  of  the  lesions,  the  highly  contused  lateral 
wound  of  the  artery,  and  the  clean  perforation  made  by 
the  modern  bullet,  have  of  late  been  less  in  evidence  than 
extensive  lateral  lacerations  and  more  or  less  limited 
lateral  perforations  caused  by  fragments  of  shells  or  minute 
fragments  derived  from  bombs.  Occlusion  of  wounds  of 
the  vessels  by  retained  shell  fragments,  the  removal  of 
which  has  been  followed  by  free  haemorrhage,  has  not 
been  rare.  On  the  other  hand,  instances  of  missiles  enter- 
ing and  travelling  along  the  blood  vessels  has  rarely  been 
observed.  The  most  striking  instances  have  been  those 
in  which  shrapnel  balls  have  obtained  entrance  to  the 
heart  or  large  veins  of  the  trunk  and  travelled  downwards 
by  gravitation.  The  most  interesting  feature  of  these 
cases,  observed  also  in  some  wounds  of  the  inferior  vena 
cava,  is  the  moderate  degree  of  primary  haemorrhage 
which  had  taken  place. 

Wounds  of  the  great  vessels  arrive  in  the  hospitals  on 
the  lines  of  communication  usually  some  days  after  their 
infliction,  but  a considerable  proportion  may  arrive  at 
an  earlier  date  in  consequence  of  the  absence  of  primary 
haemorrhage,  or  the  coexistence  of  some  more  serious 
or  more  easily  recognized  injury  having  allowed  them  to 
be  overlooked.  This  is  especially  the  case  in  multiple 
bomb  or  shell  injuries,  where  one  out  of  twenty  small 
wounds  produced  by  as  many  fragments  widely  distributed 
over  the  whole  body  may  have  implicated  an  artery;  or  in 
the  case  of  severe  fractures  of  the  long  bones,  accompanied 
by  great  swelling  of  the  soft  parts. 

The  result  of  this  experience  has  been  greatly  to  widen 
the  scope  of  the  stethoscope  in  the  diagnosis  of  arterial 
injuries,  since  auscultation  will  often  reveal  the  presence 
of  the  pathognomonic  systolic  bruit,  when  the  absence  of 
local  pulsation  in  the  swollen  area  and  the  presence  of 
pulsation  in  the  distal  arterial  circulation  may,  if  depended 
upon  alone,  lead  to  a serious  error  in  diagnosis.  Further, 
it  has  been  observed  that  the  local  vascular  bruits  may,  in 
some  third  of  the  whole  number  of  injuries  to  arteries  of 
the  lower  extremity,  and  less  frequently  in  other  vessels,  be 
conveyed  to  the  cardiac  area,  and  distant  vascular  lesions 
have  in  some  cases  been  detected  by  the  presence  of  the 
apparently  cardiac  murmur.12  This  phenomenon  is  ob- 
served both  in  pure  arterial  and  arterio-venous  injuries. 
It  has  also  been  observed  that  the  distal  blood  pressure  of 
the  limb  is  materially  lowered  in  the  presence  of  a lateral 
arterial  lesion — in  fact,  practically  to  the  same  degree  as  if 
the  main  vessel  has  been  occluded. 

As  a consequence  of  the  period  at  which  arterial  injuries 
reach  the  hospitals  on  the  lines  of  communication  the 
treatment  has  been  for  the  most  part  expectant,  the  large 
majority  of  the  patients  being  evacuated  to  the  base  in 
England.  The  importance  of  rest  in  allowing  subsidence 
of  the  general  circulatory  excitement,  and  the  consolidation 
of  the  aneurysmal  tumour,  has  been  obvious.  It  is  also 
held  that  during  this  period  the  enlargement  of  the 
collateral  circulation  makes  some  progress.  Some  evidence 
in  favour  of  this  view  is  offered  by  the  fact  that  the 
nutrition  of  the  limb  is  not  observed  to  suffer  during  this 
period,  while  wasting,  sometimes  of  a rapid  character, 
often  follows  the  performance  of  necessary  ligation. 

Accidents  during  this  probationary  period  have  not  been 
common  : gangrene  has  been  rare ; secondary  haemorrhage 
uncommon,  unless  the  wounds  were  large  and  badly 


6+ 


BRITISH  MEDICINE  IN  THE  WAR,  1914-17. 


infected ; and  suppuration  of  the  aneurysm  has  been  an 
accident  of  extreme  infrequency. 

Active  treatment  has  consisted  in  the  main  of  ligature 
of  the  vessels.  This  has  been  indicated  for  extension  of 
the  blood  effusion  within  the  limb,  secondary  haemor- 
rhage, signs  of  pressure  on  the  trunk  by  increasing  size 
and  firmness  of  the  false  aneurysmal  sac,  or  signs  of 
inflammation.  When  the  hospital  accommodation  has 
allowed  a sufficiently  long  stay  a certain  number  of  cases 
have  been  operated  upon  in  the  absence  of  any  untoward 
symptoms. 

For  purely  arterial  injuries,  ligature  of  the  vessel  above 
and  below  the  wounded  spot  has  been  the  most  common 
operation.  In  a number  of  these  cases  the  main  vein  has 
been  found  to  be  thrombosed,  but  this  accident  has  not 
had  any  adverse  influence  on  the  result.  The  same  state- 
ment may  be  made  as  to  the  results  observed  when  co- 
existing wound  of  the  vein  has  made  it  obligatory  to  tie 
both  vein  and  artery,  or  in  the  cases  where  the  main  vein 
had  already  suffered  complete  division  and  occlusion.  The 
same  experience  has  followed  ligature  of  both  artery  and 
vein  above  and  below  the  communicating  channel  in 
arterio-venous  aneurysms  or  aneurysmal  varices.  Hence 
it  has  been  claimed13  that  simultaneous  occlusion  of  both 
artery  and  vein  is  a negligible  occurrence  with  regard  to 
any  increase  of  risk  to  the  vitality  of  the  limb.  Further, 
that  insomuch  as  a better  balance  is  maintained  between 
the  arterial  and  venous  elements  of  the  collateral  circula- 
tion, and  the  blood  pressure  within  the  limb  increased,  the 
operation  is  preferable  to  that  confined  to  the  wounded 
artery  alone. 

In  certain  vessels — for  example,  common  carotid, 
common  femoral,  popliteal — after  ligature  of  which  acute 
local  anaemia  and  gangrene  is  specially  liable  to  follow, 
a limited  trial  has  been  made  of  Tuffier’s  tubes  to  main- 
tain temporarily  the  main  current  pending  the  increase 
of  the  collateral  circulation.  In  a small  series  of  eight 
cases  (common  carotid  1,  axillary  1,  femoral  2,  popliteal  4) 
in  which  this  method  was  used,  in  no  instance  did  gangrene 
take  place.  In  one  femoral  case,  in  which  the  tibial  pulses 
were  absent  at  the  time  of  operation,  feeble  pulsation 
returned  and  persisted  for  a few  hours,  and  in  the  second 
the  foot,  which  had  been  cold,  at  once  became  warmer  and 
remained  so.  Such  evidence  as  has  been  obtained,  however, 
does  not  suggest  that  the  maintenance  of  the  main  current 
persisted  more  than  a few  hours,  and  the  clots  expressed 
from  the  tubes  when  removed  on  the  fourth  day,  although 
firm  in  comparison  with  the  terminal  projecting  into  the 
proximal  end  of  the  vessel,  did  not  suggest  a very  gradual 
formation.  Moreover,  in  one  of  the  popliteal  cases,  in 
which  it  would  have  been  difficult  to  place  a ligature  on 
the  lower  end  of  the  artery,  it  was  not  found  necessary  to 
do  so,  as  the  vessel  was  closed  by  a firm  thrombus.  Such 
experience  as  has  been  gained  is,  however,  definitely  in 
favour  of  a more  extended  trial  of  this  method. 

Suture  of  the  vessels,  either  end-to-end  or  lateral,  has 
been  employed  only  in  few  cases.  At  the  period  during 
which  the  patients  are  still  in  the  hospitals  on  the  lines  of 
communication  the  vessels  are  still  comparatively  fixed 
and  difficult  to  free  without  damage  to  the  coats,  as  well 
as  rigid  in  themselves;  hence,  if  sutures  are  introduced, 
the  tension  upon  them  is  far  greater  than  is  the  case  with 
norma)  arteries.  Again,  a large  proportion  of  the  wounds 
are  too  extensive  for  anything  but  an  end-to-end  union 
after  removal  of  the  damaged  extremities  of  the  vessel, 
and  here  again  both  local  tension  and  an  undesirable 
temporary  flexion  of  the  limb  to  reduce  it  are  opposed  to 
successful  suture.  Cases,  however,  do  occur  in  which 
either  form  of  operation  can  be  carried  out.  In  a small 
series  of  six  operations  the  following  immediate  results 
were  obtained : — Brachial  3 : (a)  Lateral  suture,  lumen 
of  vessel  reduced  more  than  one-third ; no  radial  pulse 
before  operation,  but  it  returned  four  days  after.  (6)  Re- 
freshment of  ends  and  end-to-end  suture.  Radial  pulse 
palpable  after  operation  and  persisted.  At  the  end  of  the 
third  week  the  distal  blood  pressure  in  the  limb  had  risen 
by  22  mm.  of  mercury.  ( c ) Excision  and  end-to-end  suture. 
Radial  pulse  absent  during  first  two  days  after  operation, 
then  returned.  Five  days  after  the  operation  the  distal 
blood  pressure  was  30  mm.  of  mercury  greater  than  before. 
Popliteal  1 : Lateral  suture.  A good  anterior  tibial  pulse 
was  present  the  day  after  operation,  but  the  posterior 
tibial  was  absent.  Femoral  2:  (a)  Lateral  suture  of  an 
arterio-venous  communication  of  six  months’  standing. 


Distal  tibial  pulses  present  at  the  end  of  the  operation  a 
persisted.  ( b ) Lateral  suture  in  Hunter’s  canal.  Tib 
pulses  absent  before  operation,  but  were  just  palpable  fo 
days  later.  Distal  blood  pressure  still  50  mm.  of  mercu 
lower  than  in  other  limb. 

Time  and  a considerably  more  extended  observation 
needed  to  determine  whether  the  operation  of  suture  d< 
attain  very  much  better  results  than  simple  ligature.  T 
above  results,  including  no  sort  of  accident,  seem  to 
little  more  than  prove  that  the  operation  is  practicable  a 
not  dangerous  in  selected  cases.  That  a patent  lumen 
preserved  in  the  vessels  in  the  majority  of  cases  is,  ho 
ever,  not  yet  proved. 

In  a case  of  large  wound  of  the  thigh,  in  which  the  fo 
was  cold  and  no  tibial  pulses  were  palpable,  the  femoi 
artery  was  discovered  to  be  thrombosed  2 in.  above  t 
apex  of  Scarpa’s  triangle  and  no  pulse  could  be  felt 
Huuter’s  canal.  Captain  Cowell  made  an  incision  01 
third  of  an  inch  long  into  the  vessel  and  squeezed  out 
small  decolorized  thrombus  and  a red  clot  3 in.  in  leng 
from  the  vessel  distal  to  the  incision.  The  vessel  was  tin 
sutured,  and  pulsation  returned  in  Hunter’s  canal  but  w 
not  palpable  at  the  ankle.  A secondary  thrombus  aga 
formed  and  obstructed  the  vessel.  It  appears  probab 
that  if  the  intima  has  been  sufficiently  injured  to  cause 
primary  thrombus  to  develop,  operations  of  this  class  a 
not  very  likely  to  succeed ; still  a repetition  is  probab 
worthy  of  trial. 

FRACTURES. 

At  an  early  stage  in  the  campaign,  when  wounded  m« 
were  streaming  in  large  numbers  into  the  improvis< 
hospitals  in  Boulogne,  it  became  evident  that  neither  tl 
regulation  outfit  of  splints  nor  the  supply  of  emergenc 
splints  manufactured  by  the  mechanics  attached  to  eac 
hospital  unit  sufficed  to  cope  with  the  large  number  < 
fractures  admitted.  An  opportune  paper  by  Lieutenan 
Colonel  Robert  Jones  which  appeared  about  this  moment 
moreover  impressed  all  those  concerned  in  the  treatmer 
of  these  injuries  with  the  enormous  advantages  offered  b 
splints  of  the  H.  O.  Thomas  class  for  military  use,  both  i 
facilitating  the  early  and  safe  transport  of  patients,  and  i 
allowing  efficient  extension  of  the  limbs  to  be  continuousl 
maintained.  Further,  a number  of  modifications  of  th 
type  of  splints  which  have  subsequently  proved  of  muc 
value  were  quickly  in  demand.  In  order  to  meet  th 
requirements  thus  suddenly  arising,  application  was  mad 
to  the  Medical  Director-General  at  the  War  Office  for  th 
supply  of  a skilled  surgical  mechanician  to  undertake  th 
control  of  a central  splint  manufactory  at  Boulogne.  Mi 
Salmon  was  sent  out,  and  since  that  time  an  enormou 
number  of  splints  have  been  manufactured  locally,  an 
supplied  not  only  to  the  general  hospitals  on  the  lines  c 
communication,  but  also  to  advanced  units  throughout  th 
army.  It  would  be  difficult  to  overestimate  the  practica 
value  of  this  establishment. 

The  first  question  which  has  arisen  in  connexion  witl 
these  injuries  is  the  relative  importance  of  the  primar 
treatment  of  the  wound  of  the  soft  parts,  or  the  adjust 
ment  of  the  bony  fragments  themselves.  Cases  may  occu 
in  which  either  assumes  the  first  place — thus  the  limb  ma 
be  threatened  by  anaerobic  infection ; reduction  of  th 
displacement  and  mainteuance  of  the  bone  in  position  ma; 
prove  a matter  of  extreme  difficulty  as  a result  of  tli 
position  and  direction  of  the  fracture ; or  the  presenc 
of  multiple  wounds  in  inconvenient  positions  may  rende 
it  impossible  to  apply  such  apparatus  as  will  maintaii 
sufficient  extension.  Under  any  of  these  circumstance 
treatment  of  the  wounded  soft  parts  may  claim  priority 
but  as  a general  rule  the  principle  of  prompt  reduction  0 
the  displacement  and  maintenance  of  extension  has  beei 
adhered  to.  It  has  been  recognized  that  secondary  effort 
at  reduction  when  a septic  wound  has  cleaned  and  settle* 
down  is  a serious  operation  involving  risks  of  lighting  u] 
again  a condition  which  has  been  with  difficulty  overcome 

The  next  question  which  arises  is  whether  rigid  ex 
tension  in  the  direct  long  axis  of  the  limb  is  to  be  main 
tained  or  the  joints  placed  in  the  flexed  position.  Fo 
patients  treated  in  France  the  former  method  has  beer 
the  more  widely  adopted,  in  order  to  utilize  the  facilities 
in  transport  which  the  Thomas’s  splints  undoubtedly  offer 
As  an  invariable  custom,  however,  this  practice  has  nof 
been  able  to  be  followed,  as  many  surgeons  have  not  beei 
able  to  obtain  good  position  of  the  fragments  in  sucl 
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positions  as  the  upper  and  lower  thirds  of  the  femur.  To 
meet  this  difficulty  the  Thomas’s  splints  have  been  bent  or 
other  methods  employed.  For  instance,  Hodgeu’s  splint 
for  the  upper  third 
of  the  thigh  bone, 
or  a swinging  frame 
of  the  same  dimen - 
: sions  of  the  bed, 
the  feet  being  fixed 
by  plaster  extension 
strips  to  the  angles 
of  the  lower  end, 
and  the  head  and 
body  lowered  (Major 
Sinclair).  For  the 
lower  third  the  wire 
double-inclined 
plane  of  Hey  Groves 
has  occasionally 
been  employed.  All 
these  methods,  how- 
ever, require  addi- 
tional attention  and 
longer  stay  in 
France,  hence  they 
have  not  been 
widely  resorted  to. 

The  ’ method  of 
maintaining  exten- 
sion has  also  been 
a question  much 
discussed,  and  fixed 
extension  by  a 
stirrup  attached  to 
the  end  of  the 
Thomas’s  splints 
has  been  commonly 
adopted.-  Yet  in  a 
large  number  of 
cases  weight  and 
pulley  extension  has 
been  preferred  and 
is  sometimes  neees- 
sary.  • The  ques- 
tion, in  fact,  has 
not  been  settled 
in  favour  of  either  of  the  opposing  parties. 

A third  method,  that  of  a continuous  screw,  has  also 
been  considerably  employed,  both  in  conjunction  with  the 
type  of  Thomas’s 
splint  with  a spat 
attachment,  in  the 
Wallace-  May  bury 
modification  of  the 
Thomas,  and  also 
in  the  bent  Thomas’s 
splints  and  their 
modifications  for 
treating  fractures  of 
the  humerus  with 
the  elbow  flexed. 

The  use  of  the 
pin  transfixing 
either  the  lower  end 
of  the  femur,  or  the 
upper  extremity  of 
the  tibia,  for  the 
attachment  of  ex- 
tension apparatus  in 
cases  of  fracture  of 
the  femur,  has  found 
little  favour  in 
France.  This  has 
perhaps  mainly  de- 
pended on  unwilling- 
ness to  make  a fresh 
wound  in  a limb 
already  the  seat  of 
a septic  wound  ; but 
beyond  this,  the  fact 
that  practically  all 
patients  need  to  be  transported  at  an  earlier  date  than 
would  be  convenient  for  removal  of  the  pin  renders  the 
method  undesirable. 


One  great  feature  in  the  wards,  and  an  incalculable 
blessing  to  the  patients  and  attendants,  has  been  the  wide 
adoption  of  the  overhead  rail  for  the  suspension  of  limbs, 

and  to  take  the 
place  also  of  the 
pulley  arranged 
over  the  head  of  the 
patient’s  bed  in  most 
hospitals  to  allow 
him  to  lift  himself 
by  his  arms.  This 
was  devised  at  an 
early  date  in 
Boulogne  as  a result 
of  seeing  patients 
with  fractured  thigh 
put  up  by  the  so- 
called  Balkan 
method  by  Lieut. - 
Colonel  Miles.  It 
has  consequently 
acquired  the  name 
of  the  Balkan  sup- 
port. Two  of  them, 
one  placed  on  either 
side  of  the  bed,  may 
also  be  employed  for 
the  support  of  an  en- 
tire hammock  bed. 

For  fixation  of  the 
thigh  in  the  ab- 
ducted position,  the 
abduction  frame  of 
Robert  Jones  was 
ready  to  hand,  but 
in  the  case  of  the 
upper  extremity 
much  difficulty  was 
experienced  in  the 
earlier  part  of  the 
campaign  until  the 
capability  of  a short 
Thomas’s  knee 
splint  for  this  pur- 
pose was  fully  appre- 
ciated. 

Captain  Page  has  adopted  the  ambulatory  method  of 
treatment  in  some  cases  of  fracture  of  the  thigh  and  the 
leg,  the  former  with  the  aid  of  lateral  extending  screws 

fixed  above  and 
below  to  plaster- 
collars  surrounding 
the  thigh,  the  latter 
by  muslin  strips 
impregnated  with 
p 1 a s t e r-of-Par  i s, 
after  Delbet’s 
method.15 

A great  amount 
of  ingenuity  has 
been  expended  on 
splints  devised  to 
facilitate  transport 
or  to  meet  special 
emergencies,  also  on 
various  adjuncts  to 
the  splints  them- 
selves. Thus  many 
varieties  of  rubber, 
metal,  or  flannel 
slings  to  support 
the  limbs  in  wire 
splints,  extension 
attachments,  forms 
of  glue  for  fixing 
extension  strips  to 
the  limbs,  and  lastly, 
the  highly  efficient 
counterpoise  suspen- 
sion apparatuses  of 
Major  Sinclair 
(Figs.  2,  3,  4,  5).  Space  does  not  allow  of  more  than 
mention  of  these  many  adjuncts  to  convenience,  cleanli- 
ness, and  the  comfort  of  the  patients. 


Fig.  2. — The  Thomas  Splint  with  Foot  Extension,  Suspended  (Major  Sinclair).  The 
foot  extension  is  applied  by  means  of  f in.  strips  of  flannel  bandage,  each  strip  being 
threaded  through  two  metal  triangles.  One  set  of  six  triangles  is  aligned  along  the  inner 
mirgin,  another  set  of  six  along  the  outer  margin  of  the  sole.  The  flannel  strips  are 
glued  to  the  sole,  sides  and  dorsum  of  the  foot,  care  being  taken  that  the  ends  do  not 
meet  over  the  dorsum.  Cotton-wool  is  dabbed  over  the  glued  area  to  hasten  and 
strengthen  the  setting.  Whilst  the  glue  is  drying  the  Thomas  splint  is  applied  in  the 
usual  way  and  fitted  with  a support  to  keep  heel  clear  of  the  bed.  The  triangles  are  now 
threaded  with  tapes,  which  are  passed  over  the  serrated  edges  of  the  special  wooden  foot- 
piece  and  tied.  This  foot-piece  rides  on  the  side  bars  of  the  Thomas  splint.  The  foot, 
now  being  secured  to  the  foot-piece,  is  commanded  absolutely.  It  can  be  flexed,  ex- 
tended, inverted  or  everted,  rotated  in  or  out,  lowered  or  raised.  At  the  same  time 
extension  can  be  applied  to  the  whole  limb  by  tapes  attached  to  the  cross-bar  of  the 
foot-piece  and  fixed  in  the  V of  the  Thomas.  Having  got  length  and  alignment  in  the 
fractured  limb,  the  cross-bar  is  fixed  by  tying  to  the  side  bars  with  tape.  This  is  often 
the  only  form  of  extension  which  can  be  applied  in  fractures  of  both  bones  of  the 
leg  near  the  ankle.  Care  should  be  taken  to  thoroughly  fix  the  knee  in  the  splint  by 
means  of  large  cotton-wool  pads  and  a bandage.  The  whole  splint  is  suspended  in  a 
C-model  suspension. 


Fig.  3. — Thomas  Knee  Splint  with  Plantar  Extension  (Major  Sinclair)'.  A plaster  cast  is 
made  of  the  sole  of  the  foot  by  means  of  flannel  impregnated  with  plaster-of-Paris.  In- 
corporated in  this  cast  are  tapes.  When  the  cast  is  dry  it  is  glued  to  the  sole  of  the  foot 
and  extension  is  got  by  attaching  it  with  the  tapes  over  the  serrated  border  of  a special 
wooden  foot-piece. 
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diffi- 

mili- 


Plaster- of  - Paris  has  on  the  whole  been  but 
used,  and  mostly  for  purposes  of  transport.  The 
culty  of  keeping  plaster  splints  clean  has  mainly 
tated  against  them. 

Lastly,  as  to  the 
treatment  of  the 
wounds.  In  this 
place  it  is  assumed 
that  proper  cleans- 
ing, drainage,  and 
removal  of  loose 
fragments  a n d 
foreign  bodies  has 
been  carried  out  at 
the  casualty  clear- 
ing stations.  Under 
these  circumstances 
no  further  imme- 
diate procedures  are 
needed  on  the  lines 
of  communication. 

Even  in  the  case 
of  inefficient  drain- 
age or  extending 
infection  great 
judgement  re- 
quires to  be  exer- 
cised in  interference 
on  the  first  arrival 
of  the  patient. 

The  object  to  be 
aimed  at  is  the 
secondary  closure  of 
the  wound  at  the 
earliest  date  prac- 
ticable, and  with 
this  object  a con- 
tinuous antiseptic 
method  should  be 
carried  on.  Up  to 
the  present  time  the 
most  conspicuous 

success  in  this  direction  has  been  attained  with  the  Carrel- 
Dalcin  method,  and  if  treatment  has  been  commenced 

station,  the  wound  may  in  a con- 
all  cases  be  closed  within  a 
It  may  be  fairly  hoped,  in  the 
the  number  of  chronic 
will  be  in  the  near 


Fig.  4.— The  Net  Frame  used  in  the  Treatment  of  Fractures  of  Upper  Third  of 
Femur  with  or  without  Large  Wounds  (Major  Sinclair)  An  ingenious  combination  of 
the  hammock  with  abduction  ot  the  thigh,  embodying  the  principle  of  Hodgen’s  thigh 
splint.  A wooden  frame  7 ft.  by  5 ft.  is  constructed  with  a transverse  bar,  which  is  at 
the  level  of  the  patient’s  umbilicus;  two  leg  bars  run  from  the  umbilical  bar  to  the  foot 
of  the  frame.  Extensions  Are  applied  to  both  legs  by  means  of  gauze  and  glue.  These 
are  passed  through  holes  at  the  end  of  the  frame  and  tied.  The  patient’s  back  and  legs 
are  well  padded,  and  the  body  and  legs  are  supported  in  the  frame  by  strong  one-inch 
netting.  This  netting  is  in  three  pieces— one  for  the  body,  fixed  to  the  sides  and  head  of  the 
frame,  and  two  leg  pieces  fixed  to  the  leg  bars,  which  are  abducted  to  the  necessary  angle. 
Either  can  be  freed  independently.  The  frame  is  slung  by  the  corners  to  four  uprights 
(the  universal  leg  suspension  frame).  Extension  is  obtained  by  lowering  the  head  of 
the  frame,  usually  about  15  inches.  This  method  of  treatment  is  efficient,  and  the 
results  very  satisfactory,  both  dressing  of  wounds  and  nursing  of  patient  being 
extremely  simple. 


at  the  casualty  clearing 
siderable  proportion  of 
period  of  three  weeks, 
light  of  present  experience,  that 
suppurating  compound  fractures 


re- 


future  largely 
duced. 

The  date  at  which 
sequestra  should  be 
removed  to  allow 
a complete  surgical 
sterilization  of  the 
wound  has  raised 
some  discussion. 

When  the  fracture 
has  not  been  accom- 
panied by  sufficient 
loss  of  bone  for  risk 
of  non-union  to 
occur,  there  can  be 
no  doubt  that  the 
earliest  possible 
date  is  desirable. 

If,  on  the  other 
hand,  little  but  the 
periosteum  and  a 
few  fragments  re- 
main, the  probability 
of  securing  a suffi- 
ciently active  osteo- 
genesis to  effect 
union  is  no  doubt 
increased  by  leaving 
apparently  dead 
fragments  of  bone 

in  connexion  with  the  periosteum  for  some  time,  because 
a few  bone  cells  may  have  escaped  to  help  in  repair 
which  will  probably  perish  if  exposed  in  a suppurating 
wound. 


Morison’s  method  of  secondary  closure  after  introductioi 
of  the  iodoform,  bismuth,  and  paraffin  compound  has  beer 
imported  from  England,  and  is  giving  good  results. 

Radical  treatmen 
for  the  conditioi 
of  chronic  osteo 
myelitis  has  no 
often  been  under 
taken,  unless  tli 
cases  are  of  sucl 
a character  as  t( 
be  subjected  to  am 
putation;  t li  < 
majority  are  trans 
ferred  to  England 
where  prolongei 
stay  in  hospital 
more  readil 
assured. 

Lastly,  method 
of  mechanical  fixa 
tion  by  plates  an< 
screws  or  by  wiring 
have  been  ver 
little  resorted  to  ai 
primary  measures 
A very  large  pro 
portion  of  the  cases 
so  treated  f a i 1 e c 
from  the  septi 
character  of  tin 
wound,  but  in  tin 
face  of  the  result 
more  recently  ob 
tained  by  secondary 
sterilization  anc 
closure  of  the  wounc 
it  is  probable  tlia 
these  methods  ma] 
be  revived  in  case 
of  difficulty  of  main 
taining  the  frag 
ments  in  position,  or  at  any  rate  resorted  to  at  a mucl 
earlier  date  under  more  favourable  conditions. 

Both  in  Boulogne  and  elsewhere  special  departments 
have  been  established  for  the  treatment  of  fractures  alone 
and  in  the  hospitals  generally  an  attempt  has  been  mad( 
to  collect  the  patients  with  fractures  under  the  charge  o 
one  medical  officer.  This  plan  has  obvious  advantages 

in  ensuring  specia 


Fig.  5. — Fracture  of  the  Thigh  treated  with  Thomas’s  Knee-splint  and.  Sinclair’s 
Foot  Extension ; Counterpoise  Suspension  from  a Travelling  Gallery  (Sinclair). 


aptitude  on  the  par 
of  the  surgeons  con 
cerned  and  the  pos 
sibility  of  attaining 
general  result; 
approaching  thi 
ideal.  At  the  sami 
t i m e,  its  genera 
adoption  is  imprac 
ticable  ; the  case; 
are  of  a nature  ti 
necessitate  a long 
stay  in  hospital 
their  collection  ii 
one  ward  imposes  : 
very  heavy  task  01 
the  nursing  staff 
which  needs  to  bi 
largely  increased 
and,  finally,  it  no 
only  removes  i 
source  of  grea 
interest  from  tin 
general  surgeon,  bu 
it  also  renders  liin 
less  fit  to  treat  sucl 
cases  when  heav; 
fighting  produce 
them  in  such  grea 


numbers  as  to  render  segregation  impossible.  It  mus 


In  suppurating  fractures  of  some 


standing 


Rutherford 


always  be  borne  in  mind  that  the  good  military  medica 
officer  is  a general  practitioner,  since  occasions  mus 
always  occur  with  frequency  in  which  he  must  be  pre 
pared  to  deal  efficiently  with  any  kind  of  casualty.  Th 
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only  way  to  carry  out  usefully  this  idea  is  to  create  one  or 
two  special  centres  in  which  such  cases  can  be  treated  as 
well  as  possible  by  specially  skilled  surgeons,  and  utilize 
these  as  presenting  an  ideal  towards  which  all  should 
work.  Such  special  hospitals,  no  doubt,  encourage  the 
device  of  new  methods  and  the  perfection  or  modification 
of  others ; our  special  hospitals  have  done  this,  but  it 
is  only  just  to  the  medical  officers  generally  to  say  that 
a number  of  the  most  useful  devices  have  been  introduced 
quite  independently  of  special  conditions,  and  it  is  fair 
to  assume  that  with  young  and  energetic  officers  this  is 
always  likely  to  be  the  case. 

WOUNDS  OF  THE  JOINTS. 

The  experience  gained  in  recent  previous  wars  regarding 
the  treatment  of  wounds  of  the  joints  has  proved  of  small 
avail  in  the  present  campaign,  because  it  was  obtained 
almost  entirely  from  observation  of  the  lesions  produced 
by  rifle  bullets,  which  had  proved  themselves  of  minor 
gravity  and  capable  of  healing  spontaneously  with  good 
results  when  subjected  to  simple  treatment  founded  on 
the  sovereign  principle  of  rest. 

The  problem  of  dealing  with  grossly  infected  joints,  often 
enclosing  a septic  irregular  fragment  of  shell  and  dirty 
clothing,  perhaps  further  complicated  by  extensive  frac- 
tures of  the  cancellous  articular  extremities  of  the  bones, 
was  therefore  practically  a new  one  to  the  surgeons 
engaged.  Some  definite  facts  have  emerged  from  the  first 
flood  of  difficulties  encountered,  and  these  may  be  shortly 
summarized  as  follows: 

1.  The  wound  of  the  soft  parts  clothing  the  joint  is 
vastly  more  difficult  to  deal  with  than  the  articular  cavity 
itself,  and  demands  the  most  scrupulous  care  on  the  part 
of  the  surgeon. 

2.  The  synovial  capsule  itself  is  capable  of  dealing 
unaided  with  an  infection  often  of  a really  serious  grade. 

3.  A strong  tendency  exists  for  an  infection  to  localize 
itself,  and  the  remaining  portion  of  the  capsule  may  remain 
free. 

4.  Drainage  in  the  sense  of  the  insertion  of  large 
tubes  left  in  position  for  days  or  more  is  not  only  useless 
but  also  harmful. 

5.  That  a gunshot  wound  of  a joint  cannot  be  dealt  with 
too  early,  and  with  proper  treatment  forms  one  of  the  best 
subject  wounds  for  primary  suture. 

6.  That  following  the  primary  surgical  intervention  the 
.main  principle  to  be  observed  is  that  of  complete  rest 

gained  by  immobilization  and  extension. 

General  appreciation  of  these  facts  has  resulted  in  the 
conclusion  that  a large  majority  of  the  joint  injuries  should 
be  subjected  to  their  chief  active  surgical  procedure  in  the 
hospitals  of  the  advanced  lines,  and  hence  the  general 
hospitals  at  the  present  time  receive  only  cases  well  upon 
the  road  to  recovery,  or  such  as  present  the  more  difficult 
problem  of  dealing  with  established  infection  and 
suppuration. 

The  line  of  treatment  which  has  been  adopted  in  the 
former  class  of  case  has  been  already  laid  down  elsewhere 
(June  2nd,  p.  718) ; it  only  remains  to  add  that  even  cases 
which  eventually  do  excellently  often  arrive  on  the  lines  of 
communication  with  synovial  effusion  and  local  redness 
over  the  joint  and  in  the  neighbourhood  of  the  closed 
wound,  signs  due  entirely  to  an  exacerbation  consequent 
on  the  disturbance  inseparable  from  transport  down  the 
lines.  Such  cases  usually  settle  down  rapidly  if  only 
strict  care  be  taken  to  maintain  complete  immobilization, 
while  any  premature  intervention  may  be  the  direct  cause 
of  disaster. 

The  class  of  case  may  be  first  dealt  with  in  which  a 
patient  arrives  with  a foreign  body  still  occupying  the 
joint  cavity.  This  may  be  the  result  of  the  impracticability 
of  early  *-ray  examination,  the  nature  of  or  the  small  size 
of  the  foreign  body,  or  of  a large  number  of  patients 
having  to  be  rapidly  dealt  with. 

If  the  foreign  body  be  a rifle  bullet,  and  the  condition 
of  the  external  wound  satisfactory,  no  immediate  action 
beyond  fixation  of  the  joint  is  advisable  at  this  period.  It 
is  far  safer  to  leave  the  bullet  in  situ  until  all  chances  of 
awakening  or  spreading  an  infection  have  passed  by.  The 
same  attitude  of  masterly  inactivity  is  to  be  recommended 
in  instances  in  which  the  included  foreign  body  consists 
of  very  small  fragments  of  shells  or  bombs,  especially  if 
the  bodies  lie  without  the  actual  confines  of  the  articu- 


lating surfaces.  Such  foreign  bodies  may  never  need 
removal.  Thirdly,  when  fragments  of  shell  are  of  larger 
size  and  need  removal  they  may  be  found  to  have  re- 
bounded from  the  surface  of  the  bone  and  actually  lie 
without  the  confines  of  the  joint  cavity,  although  the 
capsule  has  been  wounded.  Special  care  needs  to  be  exer- 
cised in  dealing  with  these  cases,  since  portions  of  clothing 
carried  before  them  by  the  shell  fragments  may  still 
occupy  the  joint  cavity.  Lastly,  the  foreign  body  may  be 
impacted  more  or  less  deeply  in  the  articular  end  of  the 
bone,  and  if  a shell  fragment  it  should  be  removed, 
although  in  a patient  who  has  recently  undergone  trans- 
port undue  haste  in  the  procedure  is  not  advisable. 

Wounded  joints  which  arrive  with  obvious  local  and 
general  inflammatory  signs  need  to  be  treated  with  great 
judgement.  The  condition  may  have  been  aggravated  by 
transport  and  may  rapidly  improve  when  complete  rest  is 
assured.  Again,  the  serious  infection  may  be  situated  in 
the  periarticular  structures  rather  than  in  the  joint  itself. 
Precipitate  action  under  these  circumstances  is  to  be 
deprecated.  The  safer  plan  is  to  place  the  limb  at  rest  for 
twenty-four  hours  or  longer,  and  observe  the  result,  mean- 
while making  a puncture  and  withdrawing  fluid,  if  present, 
for  bacteriological  examination.  If  want  of  improvement 
or  the  result  of  the  bacteriological  examination  indicate 
the  advisability  of  intervention,  the  type  operation  should 
be  of  the  nature  advocated  by  Colonel  Gray — excision  of 
the  wound  or  wounds  in  the  joint  coverings,  flushing  of  the 
synovial  cavity  after  evacuation  of  its  contents,  and  suture 
of  the  synovial  membrane.  The  treatment  of  the  external 
wound  differs  according  to  its  size  and  condition.  In  some 
instances  it  may  be  closed  completely,  in  others  a drainage 
tube  may  be  inserted  down  to  the  sutured  capsule,  or, 
where  the  wound  is  extensive  or  obviously  not  free  from 
infection,  it  is  better  to  leave  it  freely  open  and  treat  it  by 
antiseptic  measures  until  surgically  sterile  and  suitable  for 
secondary  suture.  Naturally  some  of  the  more  extensive 
wounds  must  be  left  to  heal  by  granulation. 

The  treatment  of  a freely  suppurating  joint  requires  to 
be  of  a different  character ; here  the  joint  cavity  must  be 
maintained  open  and  sterilization  effected  by  an  antiseptic 
method,  of  which  Carrel’s  has  undoubtedly  given  the  best 
results.  When,  for  instance,  the  cavity  of  the  knee-joint 
in  general  needs  to  be  drained,  the  method  carried  out  by 
Captain  Campbell  and  advocated  by  Captain  Gill  is  worthy 
of  special  mention.  It  is  generally  agreed  by  all  observers 
that  when  suppuration  extends  backwards  from  the  knee 
the  line  of  progress  is  not  from  the  pouches  lying  on 
either  side  of  the  crucial  ligaments  but  around  the  lateral 
aspects  of  the  condyles— in  point  of  fact,  by  the  popliteus 
extension  of  the  capsule  on  the  outer  side  and  the  semi- 
membranosus extension  on  the  inner.  Hence  posterior 
drainage  from  the  centre  of  the  joint  is  not  only  incon- 
venient to  arrange  but  also  inadequate  to  meet  the  require 
ments.  Postero-lateral  incisions  have  therefore  been  de- 
vised, but  Campbell  and  Gill  have  regularized  a method 
which  simplifies  greatly  the  accurate  and  adequate 
drainage  of  these  regions.  Lateral  incisions  having  been 
made  corresponding  in  position  with  the  reflection  of  the 
synovial  membrane  from  the  femur,  a pair  of  artery 
forceps  is  pushed  down  on  the  outer  and  inner  aspects  of 
the  lower  end  of  the  femur  respectively  until  the  points  of 
the  forceps  can  be  palpated  in  the  popliteal  space.  An 
incision  is  then  made  down  on  to  the  guide  thus  furnished, 
and  a direct  route  is  established  to  the  two  bursal  exten- 
sions from  the  posterior  aspect  of  the  joint,  and  by  this 
Carrel’s  tubes  are  conducted  for  the  requisite  depth. 
Should  still  freer  drainage  be  required,  the  incision  is 
enlarged,  the  respective  heads  of  the  gastrocnemius 
exposed,  and  a portion  of  the  origins  of  the  muscle  excised, 
so  that  a free  opening  is  ensured.  Further  mention  of  the 
treatment  of  the  extensions  by  the  subcrureal  pouch,  the 
internal  intermuscular  septum,  beneath  the  popliteus  or 
along  the  semimembranosus  tendon  is  unnecessary.  The 
upper  pouch  of  the  joint  may  need  several  instillation 
tubes,  which  are  gradually  decreased  in  number  and 
totally  removed  at  as  early  a date  as  possible. 

For  suppurating  joints  of  some  standing  Rutherford 
Morison’s  method  has  been  adopted  with  success. 

The  influence  of  a coexisting  fracture  on  the  prognosis 
in  a joint  injury  is  a matter  of  great  moment  in  any  class 
of  case,  but  the  frequency  with  which  this  condition  is 
met  with  in  gunshot  wounds  invests  it  with  a very  special 
degree  of  importance. 
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There  is  little  doubt  that  the  actual  risks  to  the  safety 
of  the  limb  attached  to  this  complication  were  somewhat 
over-estimated  at  the  commencement  of  the  war,  and 
that  to-day,  in  the  presence  of  a more  satisfactory  and 
rational  treatment  of  the  wound,  and  also  the  knowledge 
acquired  as  to  the  possibility  of  saving  the  joint  entire,  or 
submitting  it  to  either  primary,  intermediate,  or  secondary 
excision,  the  prospects  of  avoiding  amputation  are  much 
improved. 

It  may  be  laid  down  generally  that  tunnels,  cavities 
containing  missiles,  fissures,  and  even  T fractures,  do  not 
of  necessity  entail  a very  serious  prognostic  gravity  pro- 
vided the  wound  in  the  soft  parts  can  be  and  is  satisfactorily 
dealt  with,  and  the  fragment  of  shell  removed. 

In  a large  proportion  of  such  injuries  a more  or  less 
movable  joint  can  be  attained,  and  in  many  a perfect 
result.  Still,  in  no  form  of  injury  does  this  more  depend 
upon  the  continuous  attention  of  the  surgeon,  care  in  the 
initial  treatment  of  the  joint,  and  subsequent  daily  pre- 
caution. Injuries  affecting  both  bony  elements  are  more 
serious,  but  may  be  treated  by  excision.  Severely  com- 
minuted articular  ends  commonly  need  amputation,  except 
where  the  single  articular  end  can  be  removed,  as  in  the 
case  of  the  upper  ends  of  the  humerus  and  femur,  or  where 
bones,  such  as  the  carpal  and  tarsal,  can  be  completely 
removed.  The  position  to-day  may  be  fairly  summed 
up  by  the  remark  that,  putting  on  one  side  articular 
injuries  in  which  the  bony  destruction  is  irreparable,  the 
fate  of  the  case  depends  upon  the  success  with  which  the 
wound  of  the  soft  parts  surrounding  the  articulation  is 
treated,  the  actual  joint  lesion  taking  a place  of  secondary 
importance. 

Excision  of  Joints  for  Gunshot  Injury. 

The  operation  of  excision  is  certainly  struggling  for  a 
return  to  its  former  position  as  a procedure  in  military 
surgery.  The  operations  were  no  doubt  in  older  wars 
often  performed  for  what  would  now  be  considered  in- 
juries not  sufficiently  extensive  to  demand  so  radical  a 
procedure  ; further  wound  treatment  was  often  defective. 
Yet  excision  occupied  a prominent  place  until,  with  the 
introduction  of  the  bullet  of  small  calibre  and  ogival  or 
dome-shaped  tip,  injuries  of  the  joints  began  to  be  regarded 
as  of  minor  importance.  A revulsion  in  the  latter  opinion 
occurred  early  in  this  campaign,  and  some  surgeons, 
notably  Colonel  H.  M.  W.  Gray  16  and  Colonel  A. 
Fullerton,17  have  striven  to  enlarge  the  sphere  of  applica- 
tion of  the  operation.  Growing  experience  has  shown  that 
it  may  be  resorted  to  in  well  chosen  cases  in  all  three 
stages  of  the  progress  of  a joint  injury,  with  a distinct 
prospect  of  success  under  suitable  conditions. 

Early  Excision. 

By  this  is  meant  immediate  operation  at  the  casualty 
clearing  station.  It  is  obvious  that  a certain  number  of 
joints  may  be  excised  as  an  alternative  to  amputation. 
Thus  a severe  localized  comminution  of  the  lower  end  of 
the  femur  or  the  upper  end  of  the  tibia  may  render  any 
chance  of  recovery  witli  a useful  limb  improbable,  while 
the  uninjured  shaft  may  still  be  of  sufficient  length  to  allow 
of  ultimate  union.  The  same  remark  may  apply  when 
both  articular  surfaces  have  been  destroyed  by  a traversing 
missile.  In  the  case  of  the  upper  end  of  the  humerus,  and 
also  of  the  femur,  comminuted  fractures  with  destruction 
of  the  articular  surface  also  form  good  subjects  for  the 
operation.  In  the  case  of  the  elbow  a partial  excision  may 
often  be  done.  The  possibility  of  these  procedures  is 
limited,  however,  by  the  definite  condition  that  circum- 
stances will  allow  the  patient  to  remain  a sufficiently  long 
time  to  be  able  to  bear  safely  the  risks  of  transport  down 
the  lines  of  communication  to  the  general  hospital. 

Intermediate  Excision. 

This  operation  is  that  concerning  which  the  gravest 
doubts  were  felt  in  the  earlier  stages  of  the  war,  and  even 
now  it  can  only  be  undertaken  with  the  definite  intention 
of  following  it  at  once  by  an  amputation  if  the  procedure 
is  followed  by  local  extension  of  infection  and  signs  of 
systemic  absorption.  It  lias,  however,  proved  that  excision 
may  be  a successful  alternative  when  the  severity  of  the 
general  and  local  signs  seems  to  indicate  amputation  as 
the  only  resource.  The  explanation  of  this  experience  can 


be  found  solely  in  the  facts  that  better  drainage  can  be 
ensured  when  the  articular  ends  of  the  bones  have  been 
removed,  and  the  wound  can  be  treated  more  effectively. 
It  is  a striking  fact  that  progressive  osteomyelitis  from  the 
sawn  ends  of  the  bone  has  not  developed,  especially  when 
the  frequency  of  this  complication  in  ill-drained  com- 
minuted fractures  is  remembered.  Two  special  details  need 
mention  : (1)  Should  the  synovial  membrane  be  removed  ? 
As  a general  rule  this  question  is  to  be  answered  in  the 
negative.  The  synovial  surface  in  itself  is  better  capable 
of  dealing  with  an  infection  than  a freshly  cut  layer  of 
subsynovial  areolar  tissue ; further,  when  no  extensions  of 
suppuration  have  taken  place  it  forms  an  effective  barrier 
against  such  extensions  when  proper  drainage  is  provided. 
(2)  Should  the  refreshed  ends  of  the  bones  be  placed  in 
apposition,  or  be  temporarily  kept  widely  separated  bv 
extension  ? The  latter  plan  has  been  most  generally 
adopted.  The  excision  of  bone  should  be  of  the  most 
limited  extent  in  the  case  of  the  knee.  Lastly,  in  this 
joint  as  in  all  others,  excision  is  not  to  be  regarded  as  a 
proper  alternative  where  efficient  drainage  can  be  expected 
to  ensure  the  end  desired. 

Late  Excision. 

The  principles  guiding  the  performance  of  excision  at  a 
later  date  do  not  materially  differ  from  those  laid  down 
above;  moreover,  as  far  as  the  hospitals  on  the  lines  of 
communication  are  concerned,  the  distinction  is  rather  one 
of  date  than  of  the  actual  pathological  conditions  to  be 
dealt  with. 

The  Results  Obtained  in  Wounds  of  the 
Knee-joint. 

Any  writer  concerned  with  wounds  of  the  articulations 
instinctively  thinks  of  the  knee  joint,  the  most  trouble- 
some to  treat,  and  that  in  which  a good  result  is  most 
gratifying.  Two  small  series  of  cases  treated  by  Captain 
Campbell  and  Captain  Gill  respectively  may  give  some 
indication  of  the  results  being  attained. 

In  60  consecutive  cases  (Campbell)  coming  from  the 
fighting  on  the  Somme,  14  were  classified  as  very  severe, 
17  as  severe,  13  as  slight,  and  16  as  having  retained 
foreign  bodies.  Three  died  and  one  required  amputation. 
The  three  deaths  were  due  in  two  cases  to  secondary 
haemorrhage  and  in  one  to  septicaemia.  The  other  56 
cases  were  transferred  to  England  in  good  condition,  the 
great  majority  with  every  prospect  of  good  movable 
joints. 

In  a second  series  of  69  cases  (Gill),  in  31  the  injury  was 
infiieted  by  a bullet,  and  in  all  an  uninterrupted  recovery 
was  obtained  by  rest  alone. 

Amongst  the  remaining  38  cases  one  died  as  a result 
of  meningitis  following  a fracture  of  the  skull,  and  in 
four  cases,  one  of  which  developed  delayed  tetanus  and 
recovered,  amputation  was  required. 

Thus  in  129  cases  amputation  was  required  in  3.87  per 
cent.,  and  death  occurred  in  3.1  per  cent. 

A much  larger  series  of  cases,  treated  by  different 
surgeons  at  Rouen,  has  been  analysed  by  Colonel  Gilbert 
Barling,  and  the  results  are  shown  in  the  appended  table : 

Cases  of  Wound  of  Knee-joint  operated  on  at  Rouen  Hospitals  in 
the  second  half  of  1916,  excluding  all  those  which  ivere  so  quiet 
that  nothing  was  done,  and  all  those  submitted  to  early  amputa- 


tion as  conservative  measures  were  inapplicable. 

1.  Total  cases  of  injury  to  knee  operated  on  845 

2.  With  bone  injury  ...  ...  ...  438 

3.  Without  bone  injur}7  ...  ...  ...  407 

4.  Wound  excised  and  closed  ...  ...  322 

5.  Cases  with  wounds  excised  and  closed 

requiring  further  operation ...  ...  82  = 25.5% 

6.  Wound  excised  and  packed  ...  ...  336 

7.  Cases  with  wounds  excised  and  packed 

requiring  further  operation  ...  ...  128=38.4% 

8.  Excision  of  knee  ...  ...  ...  42 

9.  Artlirectomy,  partial  or  complete  ...  15 

10.  Excisions  or  arthrectomies  amputated...  13=22.8% 

11.  Deaths  after  excision  or  artlirectomy  ...  13  = 22.8% 

12.  Amputation  without  excision  ...  ...  151 

13.  Deaths  after  amputation  without  excision  49=32.4% 

14.  Total  amputations  ...  ...  ...  164=19.4% 

15.  Total  mortality  ...  ...  ...  72=  8.5% 


Note. — One  hospital  with  a large  number  of  cases  was  unable  to 
separate  the  cases  under  headings  4 and  6. 
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Fig.  6.— View  of  St.  John  Ambulance  Brigade  Hospital,  showing  connexion  of  the  huts  by  an  open  corridor. 


INJURIES  TO  THE  HEAD. 

A great  change  has  taken  place  since  the  commencement 
of  the  war  both  in  the  nature  of  the  cases  and  in  their 
actual  number.  This  change  depends  on  the  one  haud  011 
the  fact  that  a larger  number  of  these  injuries  are  retained 
and  operated  upon  at  the  front  lines,  and  on  the  other  on 
the  protection  afforded  to  the  head  by  the  helmet.  The 
early  treatment  of  1 liese  injuries  lias  already  been  dealt 
with ; it  suffices  here  to  say  that  the  patients  which  now 
arrive  have  either  already  been  operated  upon  and  are  in 
good  condition,  or  they  come  down  already  suffering  from 
septic  complications.  The  general  lines  governing  the 
treatment  of  the  latter  class  of  case  have  been  admirably 
laid  down  in  a paper  in  the  British  Journal  of  Surgery  by 
Sargent  and  Holmes,18  and  certain  points  in  the  technique 
of  the  operative  procedure  elaborated.  These  authors 
have  also  dealt  with  the  anatomical  and  histological 
changes  associated  with  traumatic  injuries  and  infected 
wounds  of  the  brain  and  their  bearing  on  the  surgical 
treatment  of  these  conditions.  Further,  examination  of 
a considerable  number  of  patients  some  months  after  their 
return  to  England  proved  much  more  satisfactory  than 
had  been  generally  expected.  It  was  found  that  the  pro- 
portion of  patients  who  die  after  transference  to  England 
is  small ; later  complications,  such  as  cerebral  abscess,  are 
comparatively  rare,  and  serious  sequelae,  such  as  insanity 
and  epilepsy,  are  much  less  common  than  had  been  fore- 
told. In  only  15  per  cent,  of  the  patients  examined,  how- 
ever, had  more  than  one  year  elapsed  from  the  date  of  the 
injury.  It  also  appeared  that  many  patients  with  foreign 
bodies  deeply  lodged  in  the  brain  recover,  and  are  scarcely 
more  liable  to  serious  complications  than  men  in  whom  the 
brain  has  been  merely  exposed  and  lacerated.  These  con- 
clusions are  obviously  only  tentative,  but  as  far  as  they  go 
appear  hopeful. 

Holmes  and  Sargent 19  have  also  described  a condition 
hitherto  rarely  seen,  and  established  a definite  symptom- 
syndrome  for  its  recognition.  It  is  characterized  by  an 
immediate  spastic  paralysis  of  the  legs,  and  frequently 
associated  with  spastic  paresis  of  the  proximal  segments 
of  the  upper  limbs ; they  have  shown  it  to  be  due  to 
occlusion  of  the  superior  longitudinal  sinus  or  of  the  veins 
that  enter  it,  by  a depressed  fracture  of  the  vertex  of  the 
skull.  Experience  showed  the  results  of  surgical  inter- 
ference with  cases  of  this  class  to  have  been  extremely 
unsatisfactory.  Thus,  among  39  cases  observed  which 
were  operated  upon  either  by  the  authors  or  others,  15 
deaths  occurred,  while  among  37  cases  in  which  no 
operation  was  undertaken  only  one  died  before  transference 
to  England.  While  it  is  allowed  that  these  figures  have 
no  absolute  value,  as  naturally  only  the  most  serious  cases 
were  selected  for  operation,  and  in  seven  of  the  fatal  cases 
direct  injury  to  the  brain  was  present  in  addition,  yet  the 
results  emphasized  the  danger  of  operation.  Moreover, 
the  uncomplicated  cases  showed  a remarkable  tendency  to 
improve,  probably  owing  to  the  free  venous  anastomosis 
permitting  a re  establishment  of  the  circulation. 

An  important  contribution  to  the  localization  of  function 
in  the  brain  has  been  published  by  Lister  and  Holmes,'20 
who  from  a study  of  a large  number  of  cases  with  injury 
in  the  occipital  region  were  able  to  determine  the  relative 


positions  in  the  cortical  visual  areas  of  the  foci  that  sub- 
serve vision  of  separate  portions  of  the  visual  fields.  They 
bring  forward  strong  evidence  with  regard  to  the  site  for 
the  centre  for  macular  or  direct  central  vision,  of  which 
very  little  had  been  previously  known. 

The  following  conclusions  are  come  to  : 

1.  The  upper  half  of  each  retina  is  represented  in  the 
dorsal,  and  the  lower  in  the  ventral,  part  of  each  visual 
area. 

2.  The  centre  for  macular  or  central  vision  lies  in  the 
posterior  extremities  of  the  visual  areas,  probably  on  the 
margins  and  the  lateral  surfaces  of  the  occipital  poles. 

3.  That  portion  of  each  upper  quadrant  of  the  retina 
in  the  immediate  neighbourhood  of,  and  including  the 
adjacent  part  of,  the  fovea  centralis  is  represented  in  the 
upper  and  posterior  part  of  the  visual  area  in  the  hemi- 
sphere of  the  same  side,  and  vice  versa. 

4.  The  centre  for  vision  subserved  by  the  periphery  of 
the  retinae  is  probably  situated  in  the  anterior  end  of  the 
visual  area,  and  the  serial  concentric  zones  of  the  retina 
from  the  macula  to  the  periphery  are  probably  represented 
in  this  order  from  behind  forwards  in  the  visual  area. 

Holmes  and  Smith  have  recorded  observations  on  the 
nature  and  localization  of  motor  apraxia,  or  the  inability 
to  perform  purposeful  actions  despite  the  preservation  of 
movement  and  power,  and  in  disturbance  of  the  faculty  of 
localizing  objects  in  the  external  world  by  vision. 

Probably  in  no  other  branch  of  medicine  have  so  many 
and  such  difficult  problems  arisen  as  in  the  treatment  of 
wounds  and  diseases  of  the  nervous  system.  Further,  in 
this  field  an  extraordinary  opportunity  has  occurred  to 
observe,  analyse,  and  record  the  effects  of  local  lesions, 
many  of  which  are  rarely,  if  ever,  seen  in  civil  life.  When 
the  results  of  this  work  are  eventually  correlated,  they 
must  throw  much  light  on  the  physiology  and  the 
symptoms  of  disturbance  of  different  parts  of  the  brain, 
spinal  cord,  and  peripheral  nerves,  and  thus  increase  our 
knowledge  of  the  diagnosis  and  treatment  of  nervous 
diseases.  Special  arrangements  have  been  made  in  order 
that  cases  under  early  observation  in  France  should  be 
sent  to  special  hospitals  in  England,  so  that  continuous 
records  will  be  maintained  of  a very  large  number  of 
patients. 

Note  by  Colonel  Peecy  Saegent. 

I am  indebted  to  Colonel  Sargent  for  the  following 
summary  of  his  opinions  : 

The  very  large  experience  gained  of  gunshot  wounds  of 
the  head  has  led  to  a considerable  degree  of  modification 
in  their  treatment.  Immediate  routine  operation,  often 
incomplete  and,  in  the  absence  of  full  neurological 
information  and  a;-ray  examination,  sometimes  unnecessary 
and  even  misdirected,  is  no  longer  widely  practised.  It 
has  long  since  been  made  abundantly  clear  that  early 
evacuation  of  operated  cases  is  often  followed  by  disaster. 
As  it  is  impossible  to  operate  upon  these  cases  and  to  retain 
them  at  the  clearing  stations  for  a period  which  renders 
transportation  safe,  more  especially  during  times  of  great 
military  activity,  the  practice  now  generally  adopted  is  to 
transfer  them  without  operation  as  soon  as  possible  to 
hospitals  further  down  the  line.  It  has  been  made  quite 
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clear  that  surgical  intervention  is  rarely  required  for  the 
relief  of  cerebral  symptoms,  whether  general  or  focal.  Its 
chief  aim  is  the  prevention  of  intradural  infection.  On  this 
conception  all  cases  of  gunshot  wounds  of  the  head  fall 
into  one  of  two  categories,  according  to  whether  the  dura 
mater  has  or  has  not  been  penetrated.  Non-penetrating 
wounds  have  a low  rate  of  mortality,  whether  operated 
upon  or  not,  provided  that  the  surgeon  respects  the  integrity 
of  the  dura  mater. 


It  is  customary, 
therefore,  to  do  in 
these  cases  only  as 
much  as  may  seem 
advisable  to  ensure 
speedy  healing,  such 
as  excision  of  the 
edges  of  the  wound, 
removal  where 
necessary  of  bony 
fragments,  and  par- 
tial or  complete 
closure  of  the  gap 
in  the  scalp  either 
by  suture  or  by  some 
form  of  plastic 
operation. 

Pene  t rating 
wounds,  on  the 
other  hand,  afford 
more  room  for  dif- 
ference of  opinion  regarding  their  treatment.  Individual 
cases  continue  to  present  difficulties  even  to  those  who 
have  seen  large  numbers,  but,  broadly  speaking,  there 
is  a consensus  of  opinion  in  favour  of  the  following  line 
of  treatment : The  wounds  having  been  cleansed  and 
dressed,  the  patient  is  transferred  as  soon  as  possible  to  a 
hospital  where  he  can  be  retained  for  at  least  a fortnight 
after  the  operation.  A complete  neurological  and  radio- 
graphic  examination  is  made  and  the  operative  treat- 
ment then  directed  according  to  the  diagnosis  thus 
arrived  at.  In  some  cases  of  penetrating  wounds  no 
operation  is  indicated,  such  as  those  in  which  a bullet  has 
passed  completely  through  the  head ; or  those  in  which 
a bullet  or  a metallic  fragment  is  embedded  in  the  brain 
at  a distance  from  a small  clean  entrance  wound,  and 
is  giving  rise  to  no  symptoms.  Another  class  of  case 
for  which  operative  inter- 


mucli  evidence  to  show  that  these  foreign  bodies  are  wel 
retained,  and,  apart  from  the  uncommon  accident  of  lat 
suppuration,  cause  no  symptoms.  It  has  been  stated  b 
more  than  one  writer  that  bullets  embedded  in  the  brai 
move  about  under  tbe  influence  of  gravity.  The  evidenc 
for  this  view  is  wholly  unconvincing.  Removal  of  bullet: 
even  when  the  wounds  have  healed  and  the  risk  of  septi 
infection  thereby  is  largely  minimized,  must  be,  even  : 
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Fig.  7. — Interior  of  a ward  of  the  St.  John  Ambulance  Brigade  Hospital 


ference  is  usually  contra- 
indicated is  that  in  which 
the  longitudinal  sinus  has 
been  injured.  Cases  where 
a track  from  the  scalp 
wound  leads  down  to  in- 
driven  bony  fragments,  or 
to  an  easily  accessible 
missile  are  operated  upon, 
briefly,  as  follows  : A 

moderately  large  flap  is 
turned  down  after  resection 
of  all  damaged  tissue  round 
the  scalp  wound  ; the  bony 
opening  is  enlarged  suffi- 
ciently to  expose  thoroughly 
the  opening  in  the  dura 
mater ; the  indriven  frag- 
ments of  bone  and  metal 
are  removed  under  a con- 
stant stream  of  hot  phy- 
siological saline  solution ; 
and  the  track  is  drained  by 
a celluloid,  metal,  or  rubber 
tube  brought  out  through 
the  original  wound.  In 
cases  of  more  superficial 
cerebral  laceration,  where  track  drainage  is  unnecessary ,- 
the  principle  is  employed  of  covering  the  denuded  brain 
by  some  plastic  operation  on  the  scalp ; in  these  circum- 
stances drainage  tubes  emerging  from  the  angles  of  the 
scalp  flap  are  usually  employed  for  a few  days. 


attended  by  a: 
amount  of  damag 
which  in  most  case 
would  have 
serious 

consequences  tha: 
could  the  presenc 
of  an  aseptic  bullet 
Primary  removf 
of  a deeply-seate 
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driven  into  the  brain  by  a missile  which  is  itself 
tained,  the  bony  fragments  are  rarely,  if  ever, 
deeply  placed  than  the  projectile.  When  driven 
by  the  impact  of  a missile  which  does  not  itself  enter  th 
cranial  cavity,  the  bony  fragments  are  rarely  found  Si 
deeply  situated  but  that  they  can  be  removed  alon; 
the  track  with  little,  if  any,  additional  damage  bein: 
done. 

M ith  regard  to  the  septicity  of  these  indriven  metallic 
and  bony  fragments,  it  has  been  found  that  a large  propor 
tion,  when  dropped  into  culture  media  immediately  upoi 
removal,  fail  to  provoke  any  bacterial  growth,  eithe 
aerobically  or  anaerobically. 

The  question  of  the  intracranial  pressure  has  been  tin 
subject  of  repeated  observation.  Among  the  conclusion: 
of  practical  importance  which  have  been  arrived  at  an 
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Fig.  8.- 


Interior  of  the  operating  theatre  of  the  St.  John 
Ambulance  Brigade  Hospital. 


1.  Apart  from  the  ran 
instances  of  extensive  intra 
cranial  haemorrhage,  trau 
matic  oedema,  whilst  play 
ing  an  important  part  ii 
symptomatology,  does  no 
reach  a sufficient  degree  o 
intensity  to  endanger  life. 

2.  The  instances  of  seven 
intracranial  liaemorrhagi 
not  rapidly  fatal  are  ver; 
few  ; and  even  amongs 
these  there  is  a certaii 
number  which  surgical  in 
tervention  is  not  likely  ti 
save.  Experience  ha: 
shown  that  an  intracrania 
h a e m o r r li  a g e which  i: 
sufficiently  severe  to  demam 
operative  relief,  and  whicl 
can  be  recovered  from,  give: 
unmistakable  signs  of  it: 
progress.  The  operation  cai 
be  deliberately  planned  am 
carried  out  with  the  de 
finite  object  in  view.  Ex 
ploratory  operations  on  tin 

discovering  a haemorrhage  are  rarely  if  eve 


Retained  Missiles. 

Opinions  still  vary  regarding  the  advisability  of  operating 


for  the  removal  of  bullets  or  shell  fragments.  There  is 


chance  of 
called  for. 

3.  In  case  of  intracranial  pressure  from  secondary 
oedema  which  is  causing  severe  headache  and  lierniatioi 
of  brain,  this  can  almost  always  be  controlled  by  lumba 
puncture.  Occasionally  contralateral  decompression  ha: 
been  done  for  these  cases  and  has  afforded  good  results. 

Such  evidence  as  is  at  present  available  from  the  late: 
results  (six  months  to  two  years)  is  all  in  support  of  tin 
general  policy  of  treatment  outlined  above. 


BRITISH  SURGERY  ON  THE  LINES  OF  COMMUNICATION. 


The  steel  helmets  have  played  an  important  part.  The 
- study  of  cranial  wounds  before  and  after  their  general 
adoption  brings  to  light  many  interesting  points.  The 
outstanding  feature,  however,  is  that  which  concerns  the 
■ penetration  of  the  dura  mater.  The  proportion  of  pene- 
, trating  wounds  has  very  largely  diminished,  as  also  has 
the  mortality,  another  amongst  many  indications  that  the 
surgeon  cannot  attach  too  much  importance  to  the 
integrity  of  this  membrane,  or  treat  it  with  too  much 
respect. 

INJURIES  TO  THE  SPINAL  CORD. 

Wounds  and  injuries  of  the  spinal  cord,  when  amenable 
to  treatment,  demand  early  surgical  intervention.  At  the 
commencement  of  this  war  but  little  was  known  regard- 
ing the  actual  structural  changes  attendant  on  gunshot 
injuries,  and  what  was  known  was  concerned  mainly  with 
the  changes  which  were  found  in  spinal  cords  examined 
at  a comparatively  late  date.  The  position  of  the  surgeon 
{ was  rendered  yet  the  more  difficult,  in  that  past  clinical 
experience  had  shown  the  extreme  difficulty  which  exists 
in  forming  a correct  prognosis,  particularly  in  view  of  the 
remarkable  ultimate  recoveries  observed  in  patients  whose 
primary  symptoms  had  not  been  able  to  be  distinguished 
from  those  observed  as  attending  total  destructive  lesions. 

In  order,  therefore,  to  recognize  when  surgical  inter- 
vention can  be  undertaken  with  a reasonable  prospect  of 
success,  it  was  necessary  to  obtain  an  accurate  idea  of  the 
nature  of  the  pathological  changes  produced  in  the  cord 
by  modern  projectiles.  An  investigation  on  this  subject 
was  undertaken  by  Gordon  Holmes.'21  He  found  that  even 
slight  local  injuries  are  very  frequently  associated  with 
extensive  oedema,  haemorrhages,  softenings,  and  often  with 
ascending  cavity  formation,  which  may  extend  a consider- 
able distance  both  above  and  below  the  level  of  the  original 
injury  or  wound.  These  changes  he  refers  to  the  concus- 
sion effect  produced  by  the  missile  through  the  walls  of  the 
spinal  canal ; they  may  exist  even  without  the  presence  of 
a fracture  of  the  vertebrae.  Such  changes  can  obviously 
not  be  relieved  by  any  reasonable  operation,  and  the 
fact  that,  apart  from  the  secondary  cavities  that  develop 
later,  they  occur  immediately  or  within  a very  short  time 
of  the  infliction  of  the  injury,  diminishes  the  favourable 
prospect  of  any  surgical  intervention.  In  some  cases 
undoubtedly  the  symptoms  are  largely  or  in  part  due  to 
compression  of  the  spinal  cord  by  either  the  missile  or  a 
fragment  of  depressed  bone,  but  numerous  examinations 
have  proved  that  even  in  these  the  same  intraspinal  lesions 
exist. 

Even  relatively  slight  injuries  often  produce  for  the  first 
few  days,  the  period  when  operation  offers  the  best  chance 
of  success,  symptoms  that  may  be  confused  with  those  of 
total  and  irreparable  damage  to  the  cord,  and  some  clinical 
indication  of  the  severity  of  the  spinal  injury  is  conse- 
quently necessary  before  an  operation  can  be  reasonably 
undertaken.  This  question  was  investigated  in  a large 
number  of  cases  and  the  conclusions  were  published  in  the 
same  lectures.  These  are  to  the  effect  that  the  safest 
guide  to  the  severity  of  the  injury  is  afforded  by  the  form 
and  character  of  the  sensory  disturbances,  and  especially 
by  the  changes  and  modifications  in  the  reflexes  of  the 
affected  limbs. 

In  most  cases  the  site  of  the  wound  or  a radiographic 
examination  permits  an  accurate  diagnosis  of  the  medullary 
lesion,  but  not  infrequently  this  can  be  determined  only  by 
a study  of  the  symptoms  produced  by  it.  The  method  by 
which  an  accurate  local  diagnosis  can  be  made  is  also 
■dealt  with  in  these  lectures.  Here,  too,  many  important 
and  interesting  symptoms  which  result  from  injuries  to 
different  portions  of  the  spinal  cord  are  described.  It  was 
found,  for  example,  that  when  its  lower  cervical  and  the 
upper  thoracic  segments  were  severely  affected,  the 
patients  often  presented  a serious  symptom-syndrome 
characterized  by  hypothermia,  bradycardia,  low  blood 
pressure,  reduced  secretion  of  urine,  and  mental  hebetude. 
The  body  temperature  may  fall  as  low  as  80°  F.  (27°  C.), 
the  pulse-rate  to  35  or  40  per  minute,  the  blood  pressure  to 
60  mm.  of  mercury,  and  only  4 to  8 oz.  of  urine  may  be 
secreted  in  the  twenty-four  hours. 

Injuries  to  the  region  from  which  the  vasomotor  fibres 
to  the  kidneys  pass  off  may,  on  the  other  hand,  produce 
an  extraordinary  polyuria,  and  lesions  in  the  higher  cer- 
vical segments  were  shown  to  be  often  associated  with 
hyperpyrexia. 


Attention  has  been  drawn  by  T.  R.  Elliott22  to  the 
occurrence  of  spinal  lesions  in  men  who  have  been  exposed 
to  shell  explosions  in  their  immediate  vicinity,  but  who 
escaped  direct  injuries. 

The  acquisition  of  wider  knowledge  has  not,  however, 
greatly  widened  the  scope  of  operative  intervention. 
Operations  are  still  for  the  most  part  confined  (1)  to  cases 
in  which  a radiographic  or  direct  examination  reveals 
the  presence  of  displaced  and  depressed  fragments  of  bone 
or  the  lodgement  of  foreign  bodies  either  within  the  canal 
or  buried  in  the  cord  (it  may  be  mentioned  that  several 
cases  have  been  observed  where  retained  bullets  have 
travelled  long  distances  within  the  spinal  canal,  particularly 
in  its  lower  part) ; (2)  to  cases  in  which  the  patients  suffer 
severe  and  unbearable  pain ; (3)  to  cases  in  which  pressure 
from  haemorrhage  around  the  cord  is  suspected,  such  cases 
being  very  rare.  An  additional  class  may  be  added  in 
which  a late  operation  is  performed  on  the  chance  of  some 
improvement  being  gained,  mainly  as  a question  of  ex- 
pediency. Patients  with  injuries  to  the  nerves  of  the 
cauda  equina  have  as  a rule  been  evacuated  to  England. 

No  striking  change  in  operative  technique  has  been 
developed,  beyond  the  general  tendency  to  partial  rather 
than  classical  laminectomies,  and  perhaps  the  development 
of  an  increased  confidence  in  the  utility  of  placing  a 
muscle  graft  over  the  opening  in  the  spinal  membranes 
when  leakage  of  cerebro- spinal  fluid  has  been  associated 
with  the  performance  of  the  operation.  An  intact  dura 
has  throughout  been  an  important  immediate  prognostic 
element,  as  in  the  case  of  injuries  to  the  head. 

Early  drainage  of  the  bladder  by  a suprapubic  tube  has 
been  advocated  by  Percy  Sargent  since  the  commencement 
of  the  campaign,  but  the  difficulties  in  the  transport  of 
patients  thus  operated  upon,  and  the  increased  responsi- 
bility devolving  on  the  nurse  in  keeping  the  back  in  good 
condition,  have  militated  against  an  extensive  adoption  of 
this  measure. 

Injuries  to  the  peripheral  nerves  have  been  extremely 
common  ; it  has  indeed  been  estimated  that  in  18  to  20  per 
cent,  of  all  limb  wounds  slight  or  more  serious  lesions  of 
the  large  nerve  trunks  coexist.  But  owing  to  the  facts 
that  when,  as  is  usually  the  case,  extensive  septic  wounds 
are  present,  the  early  surgical  treatment  of  nerve  injuries 
is  impracticable,  and  that  the  patients  with  small  and 
clean  wounds  can  be  safely  transferred  to  England,  neither 
the  treatment  nor  the  study  of  these  injuries  has  been  an' 
urgent  question  in  the  general  hospitals  on  the  lines  of 
communication  in  France. 

ABDOMINAL  INJURIES. 

The  chief  interest  in  injuries  to  the  abdomen  has  rightly 
been  transferred  from  the  general  hospitals  to  special 
hospitals  at  an  advanced  line  or  to  the  highly  developed 
casualty  clearing  stations.  Prior  to  the  summer  of  1915, 
however,  the  great  majority  of  injuries  to  the  abdominal 
viscera  were  dealt  with  on  the  expectant  system,  and 
such  of  the  patients  as  survived  arrived  in  the  general 
hospitals.  The  experience  gained  from  the  observation  of 
these  afforded  some  information  regarding  the  prognosis  of 
wounds  of  both  hollow  and  solid  viscera,  which  may  in  the 
future  not  be  so  readily  obtained. 

The  enormous  mortality  attending  injuries  to  the  small 
intestine  was  clearly  demonstrated,  both  by  the  com- 
paratively small  number  of  patients  arriving,  and  by  the 
simple  nature  of  the  injuries  found  at  post-mortem  ex- 
amination compared  with  the  extensive  and  multiple 
character  of  the  lesions  which  have  been  almost  uniformly 
discovered  by  early  operations.  This  experience  exerted  a 
healthy  influence  in  supporting  the  advisability  of  early 
operation.  The  lesser  fatality  attending  wounds  of  the 
colon,  excluding  the  transverse  colon  and  the  sigmoid 
flexure,  was  also  clearly  brought  out,  since  a larger  pro- 
portion of  wounds  of  the  large  gut  arrived  at  the  general 
hospitals,  and  of  these  more  than  50  per  cent,  recovered 
sufficiently  to  be  transferred  to  England  in  good  condition. 
This  number  obviously  has  no  bearing  on  the  actual 
mortality  of  wounds  of  the  colon,  but  compared  with  a 
percentage  recovery  of  less  than  16  per  cent,  iu  a small 
series  of  minor  injuries  to  the  small  intestine,  it  is 
sufficiently  striking. 

A few  points  of  some  interest  also  emerged  from  the 
series  of  post-mortem  examinations  made  on  patients  who 
had  survived  several  days ; thus  the  general  character  of 
the  peritonitis  in  cases  of  wounds  of  the  small  intestine. 
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ancl  the  localized  nature  of  that  developing  in  consequence 
of  wounds  of  the  large  intestine;  the  observation  that 
when  the  wound  track  traversed  the  psoas  muscle  and  its 
sheath,  extravasation  of  faecal  contents  extended  to  the 
thigh,  and,  indeed,  might  travel  the  whole  length  of  the 
lower  limb  ; that,  while  patients  dying  from  the  effects  of 
wounds  of  the  small  intestine  uniformly  succumbed  to 
peritoneal  infection,  deaths  following  wounds  of  the  colon 
were,  in  40  per  cent,  of  all  the  cases,  the  result  of  a general 
infection  from  the  septic  wound  of  the  soft  parts  of  the 
trunk,  and  not  from  the  peritoneum  itself,  the  main  feature 
of  the  general  infection  being  a purulent  bronchitis;  lastly, 
in  a series  of  post-mortem  examinations  made  by  Captain 
Henry,  in  every  case  a general  post-mortem  invasion  of 
the  blood  stream  by  anaerobic  organisms  was  discovered. 

Experience  again  proved  the  practical  futility  of  per- 
forming operations  for  the  closure  of  intestinal  wounds 
after  thirty  six  hours  has  elapsed  from  the  time  of  injury, 
and  it  is  probable  that  any  successes  obtained  in  this  field 
can  be  counted  upon  the  fingers.  On  the  other  hand,  the 
good  results  often  obtained  by  performing  a proximal 
colostomy  in  large  wounds  involving  the  colon,  and  thus 
preventing  the  occurrence  of  the  late  systemic  infection 
referred  to  above,  have  been  amply  proved.  The  few  cases 
in  which  an  attempt  has  been  made  to  obtain  the  same 
result  by  making  an  intestinal  short  circuit  by  anastomosis 
have  not  been  encouraging,  and  it  is  obvious  that  this  class 
of  case  is  not  a favourable  one  for  such  procedure,  both 
by  reason  of  the  general  condition  of  the  patient  and  the 
difficulty  in  performing  a clean  operation. 

No  novel  features  have  been  disclosed  by  observation  of 
the  numerous  instances  of  wounds  to  the  solid  abdominal 
viscera,  except  that  perhaps  more  attention  has  been  given 
to  interference  with  their  secretory  activity,  and  that  the 
favourable  course  commonly  following  these  injuries  in 
the  absence  of  serious  septic  complications  has  tended  to 
confirm  the  propriety  of  maintaining  an  expectant  atti- 
tude in  the  question  of  surgical  intervention.  Speaking 
generally,  it  may  be  said  that  the  formation  of  an  abscess 
or  the  occurrence  of  secondary  haemorrhage  are  the  only 
indications  for  interference  at  the  period  at  which  the 
patients  reach  the  general  hospitals.  Septic  infection  has 
been  the  common  cause  of  death  in  all  cases  of  fatal  injury 
to  the  solid  viscera,  and  in  40  per  cent,  of  deaths  from 
wounds  of  the  liver  secondary  haemorrhage  has  accounted 
for  the  fatal  issue. 

Intraperitoneal  injuries  to  the  urinary  bladder,  even  dis- 
covered during  operation,  have  been  rare  throughout  the 
campaign,  and  for  some  reason  probably  connected  with  the 
conditions  of  trench  warfare  extraperitoneal  wounds  have 
become  far  less  often  seen  than  in  the  earlier  stages  of  the 
war.  These  latter  cases  were  the  source  of  much  interest 
because  they  were  sometimes  difficult  to  diagnose  from 
injury  to  the  pelvic  small  intestine  in  the  early  stage,  and 
also  because  treatment  by  simple  suprapubic  cystostomy 
was  found  so  successful.  Of  thirty  such  consecutive  opera- 
tions only  two  proved  unsuccessful,  and  in  each  of  these 
comminuted  fractures  of  the  pelvis  were  coexistent.  If 
treated  expectantly,  in  many  instances  the  urine  escaped 
freely  from  apertures  in  the  abdominal  wall,  the  buttock, 
or  the  thigh  for  a week  or  ten  days,  and  the  patients 
appeared  to  be  doing  well,  when  infection  of  the  urine 
took  place,  extended  to  the  bladder,  and  toxaemia  followed. 
Even  in  the  latter  class  of  case,  however,  a late  operation 
may  save  the  patient. 

The  condition  of  cases  arriving  at  the  general  hospitals 
subsequently  to  the  primary  operations  at  the  advanced 
lines  deserves  a word  of  mention,  although  the  patients  are 
for  the  most  part  birds  of  passage. 

The  general  results  have  been  remarkably  good,  the 
most  common  defect,  now  not  so  qommon  as  in  the  earlier 
stages  of  the  adoption  of  early  operation,  has  been  incom- 
plete union  of  the  wound  in  the  abdominal  wall.  In  some 
cases  this  has  been  accounted  for  by  a primary  use  of  the 
initial  entry  or  exit  aperture  for  the  site  of  the  exploratory 
incision,  in  others  from  the  persistency  of  a gap  left  for 
a drainage  tube  ; but  beyond  these  complicating  factors 
an  obvious  difficulty  has  been  experienced  in  obtaining  firm 
primary  union.  In  some  cases  this  may  have  depended  on 
an  actual  deficiency  in  vitality  of  the  patient,  but  in  the 
majority  it  has  undoubtedly  been  due  to  infection,  and  when 
it  is  borne  in  mind  that  these  operations  are  performed 
on  the  subjects  of  intestinal  perforations  in  whom  infected 
blood  is  present  and  has  to  be  evacuated  from  the 


abdominal  cavity,  it  is  not  to  be  surprised  at.  Such  wounds 
have  usually  healed  readily  by  granulation.  The  next 
occasional  trouble  has  been  the  secondary  formation  of 
abscesses  or  fistulae.  These  have  not  been  common,  the 
abscesses  usually  following  colic  wounds  and  the  fistulae 
wounds  of  the  small  intestine.  It  is  noteworthy  that 
fistulae  have  formed  secondarily  in  several  cases  in  which 
the  primary  exploration  has  been  negative — a fact  bearing 
on  the  common  occurrence  of  severe  contusion  of  the  wall 
of  the  intestine  unaccompanied  by  perforation.  As  a rule, 
the  bowels  have  acted  regularly  and  well ; in  some 
instances  diarrhoea  has  been  troublesome,  and  the  writer 
has  only  seen  one  patient  in  whom  secondary  obstruction 
was  caused  by  adhesions.  On  the  whole,  the  evidence 
seems  against  troublesome  peritoneal  adhesions  developing 
with  any  degree  of  frequency.  In  one  post-mortem  exami- 
nation made  upon  a patient  who  died  from  pneumonia  the 
abdominal  cavity  was  absolutely  free  from  adhesions,  and 
an  end-to-end  anastomosis  was  so  perfect  as  to  be  with 
difficulty  discovered.  As  is  usually  the  case,  however,  the 
bowel  on  the  proximal  side  of  the  line  of  union  was  already 
somewhat  dilated. 

RADIOGRAPHY.* 

Considerable  advance  in  the  localization  of  foreign 
bodies  has  been  made  in  the  general  hospitals  on  the  lines 
of  communication  during  the  progress  of  the  campaign. 

While  the  majority  of  surgeons  are  agreed  that  the 
greatest  radiographic  assistance  which  they  receive  in  the 
removal  of  foreign  bodies  is  afforded  either  by  stereoscopic 


Fig.  9.— I,  Curve  for  a displacement  of  the  focus  of  150  mm. 
II,  Curve  for  a displacemen  t of  the  focus  of  100  mm.  III.  Curve  for 
a displacement  of  the  focus  of  50  mm.  IV,  Correction  for  a dis- 
tance from  the  screen  to  the  focus  of  400  mm.  V,  Correction  for  a 
distance  from  the  screen  to  the  focus  of  500  mm.  VI,  Correction 
for  a distance  from  the  screen  to  the  focus  of  600  mm. 

skiagrams,  or  else  by  two  plates  taken  at  planes  at  right 
angles  to  one  another — usually  antero-posterior  and 
lateral — there  are  situations  in  the  body,  such  as  the 
thorax,  abdomen,  and  hip  region,  where  it  is  more 
convenient  to  be  provided  with  the  depth  of  the  foreign 
body  in  centimetres  under  a certain  spot. 

* The  writer  is  indebted  to  Major  Curtis  "VVebb  for  the  technical 
details  contained  in  this  section. 


BRITISH  SURGERY  ON  THE  LINES  OF  COMMUNICATION. 


73 


The  prime  credit  of  evolving  a method  for  estimating 
the  position  of  a foreign  body  must  be  accorded  to 
Mackenzie  Davidson,  but  in  the  early  days  of  the  war 
Dr.  Hampson  worked  out  a modification  of  Davidson's 
principle  whereby  the  depth  of  the  foreign  body  from  the 
screen  or  plate  could  be  easily  and  quickly  determined, 
and  several  ingenious  modifications  of  a mechanical  device 
attached  to  a fluorescent  screen  have  been  put  upon  the 
market  based  in  principle  on  Hampson’s  work. 

In  October,  1914,  M.  Paul  Wigny,  director  of  the  Rouen 
Electric  Light  Company,  worked  out  a formula  and 
chart  (Fig.  9)  for  Major  Curtis  Webb ; subsequently  the 
formula  was  independently  evolved,  and  published  in 
England  in  1915.  This  formula  is  based  on  Hampson’s 
principle,  and  has  been  extensively  utilized  by  Major 
Curtis  Webb,  who  has  supplied  the  following  details  as  to 
its  application  : 

In  Figure  10  t is  the  table,  and  p the  part  of  the  patient 
in  which  lies  the  foreign  body  at  an  unknown  depth  (x) ; 
l = the  distance  between  the  anticathode  and  plate ; 


Plate  or  screen 


Level  of 
anticathodc 
in  tube  box 


d = the  horizontal  movement  of  the  tube  between  the  two 
exposures  ; l = the  distance  between  the  two  shadows  on 
the  plate  or  screen.  With  these  indications  it  is  easy  to 
work  out  the  formula  : 


The  procedure  is  as  follows : First  centre  the  tube 
under  the  part  where  the  foreign  body  is  seen,  and  close 
the  diaphragm  down  until  the  foreign  body  is  just  en- 
closed by  the  aperture.  Mark  the  skin  over  the  point, 
and  the  foreign  body  will  lie  vertically  under  it.  Place  a 
plate  in  position  with  its  centre  about  over  the  foreign 
body,  move  the  tube  a few  centimetres  (4  or  5)  one  way, 
expose  and  then  move  the  tube  back  10  centimetres,  and 
expose  again  on  the  same  plate.  On  developing,  there  will 
be  two  shadows  : the  distance  in  centimetres  between  two 
corresponding  points  of  the  shadows  will  be  the  distance  l; 
d should  be  10  cm.,  and  h should  be  50  cm.  On  many 
x-ray  couches  there  are  arrangements  for  securing 
this  last  factor,  and  where  this  is  the  case  the  chart 
(Fig.  9)  will  enable  the  exact  depth  of  the  foreign  body  to 
be  ascertained  without  calculation  in  the  following  way : 

In  the  upper  left  side  of  the  chart  are  a series  of 
numbers  corresponding  to  the  distance  between  the 
shadows.  Take  this  figure,  follow  the  horizontal  line 
until  it  touches  the  curve  corresponding  to  the  amount  of 
lateral  movement  of  the  plate — usually  10  cm.  Then 
follow  the  perpendicular  from  there  until  it  impinges  on 
the  line  corresponding  to  the  distance  between  the  plate 
and  the  anticathode  (l),  and  then  trace  the  horizontal  from 
this  point  towards  the  right  of  the  chart.  The  example 
in  the  chart  is  indicated  by  the  line  a b c d,  where  a 
distance  between  shadows  of  4 cm.,  a movement  of  the 
tube  of  15  cm.,  and  40  cm.  between  plate  and  anticathode 
corresponds  to  a depth  of  the  foreign  body  of  8.5  cm. 

If  a couch  has  been  extemporized  the  distance  of  the 
anticathode  from  the  top  of  the  couch  can  be  measured 
once  and  for  all  and  noted,  and  the  distance  of  the  plate, 
where  lying  on  the  part  under  examination,  from  the  top 
of  the  table  can  be  added  to  the  above  known  distance 
and  the  depth  of  the  foreign  body  finally  worked  out  from 
the  formula ; or  the  part  can  be  raised  on  pillows  until  l is 
approximately  50  cm.  From  a surgical  point  of  view 
approximation  is  all  that  is  necessary,  for  note  that,  if  it 
be  endeavoured  to  arrange  that  l be  50  cm.,  but  for  some 


reason  it  be  either  48  or  52  cm.,  then  x will  be  either 
8 or  8|.  Should,  for  example,  l be  taken  as  2 cm.,  then  a 
difference  of  §•  cm.  is  negligible  in  an  ordinary  removal  of 
a foreign  body.  However,  very  little  ingenuity  is  required 
to  ensure  l being  fairly  accurately  50  cm. 

For  localization  of  foreign  bodies  in  the  eye,  an  ex- 
cellent head  rest  has  been  devised  by  Major  Higham 
Cooper,  which  is  both  simple,  rapid,  accurate,  and 
convenient. 

In  civil  practice  it  has  been  customary  to  radio- 
graph the  eye  with  the  patient  in  the  sitting  position. 
This  is  impracticable  in  the  majority  of  wounded  soldiers. 


Fig  11. 


lienee  the  head  rest,  illustrated  in  Fig.  11,  was 
designed  to  enable  men  to  be  x-rayed  while  in  bed  in  the 
wards. 

The  apparatus  is  either  arranged  across  the  bed,  or  made 
to  replace  the  pillow,  the  patient’s  head  being  placed  in 
the  position  shown  in  Fig.  11,  pressed  against  a plate- 
holder  a,  provided  with  cross  wires.  The  patient’s  head 
rests  upon  an  air  pillow,  which  can  be  inflated  to  raise  it 
to  the  height  desired.  An  upright  of  thin  wood,  b,  is  then 
pushed  up  to  the  other  side  of  the  head,  and  clamped  to 
immobilize  the  head.  The  x-ray  tube  (previously  centred 
on  the  intersection  of  the  cross  wires  on  the  .plate-holder) 
is  held  in  a clamp,  c,  capable  of  a 3 cm.  shift  to  either  side 
of  the  central  position  against  stops.  Hence  no  measure- 
ments require  to  be  made,  as  both  the  distance  of  the 
tube  and  the  displacements  are  fixed. 

In  localizing  foreign  bodies  in  the  eye  a metal  marker 
must  be  placed  in  some  known  relation  to  the  centre  of 
the  cornea.  In  head  injuries  the  markers  may  be  placed 
as  desired.  Localization  is  done  by  the  graphic  method 
for  vertical  and  horizontal  position,  and  the  usual  formula 
is  employed  to  calculate  depth.  The  negatives  possess, 
also  the  advantage  of  being  stereoscopic. 

For  working  out  the  exact  position  from  a pair  of  stereo- 
scopic plates  a most  excellent  and  accurate  method  lias- 

« 


Fig.  12. 


recently  been  published  which  dispenses  with  the- 
Mackenzie  Davidson  localizer. 

A typical  case  will  make  this  clear  (Fig.  12).  In  this 
case  the  tip  of  the  fuse  wire  was  exactly  9 mm.  under 
and  on  the  same  plane  as  the  centre  of  the  pupil  when  the 
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Fig.  13. — Plot  out  the  foreign  body  on  the  left  diagram)  and  read  off  its  distance  in  mm.  from  the 
Central  Corneal  Axis  (C.C.  A. I.  Imagine  the  right  diagram  rotated  round  the  line  of  the  C.C. A.  to  the  plane  passing 
through  the  foreign  body.  The  number  of  mm.  the  foreign  body  is  from  the  C.C. A.  is  counted  in  the  plane 
tangential  to  the  centre  of  the  anterior  surface  of  the  cornea,  and  the  foreign  body  is  plotted  out  at  the  appropriate 
depth.  It  will  be  seen  whether  the  foreign  body  is  inside  or  outside  the  globe,  and  how  many  mm.  it  is  internal  or 
external  to  the  outer  surface  of  the  sclerotic. 

j r>  R A t - a 

The  foreign  body  is mm.  'J  jje]ow  the  central  corneal  axis. 

mm.  to  the  J side  °f  the  central  corneal  axis. 

mm.  deep  to  the  plane  tangential  to  the  centre  of  the  anterior  surface  of  the  cornea. 

The  charts  show  the  foreign  body  to  be  j outside  6l°be mm.  -[  external  ^le  outel‘  surface  of  the  sclerotic. 


patient  looked  at  some  distant  object  with  the  sound  eye, 
the  patient  lying  on  his  back  so  that  the  horizontal 
line  It  h may  be  considered  as  passing  from  the  vertex 
towards  the  chin.  Obviously,  then,  the  vertical  line,  v v, 
will  be  parallel  to  the  central  corneal  axis  (C.C. A.). 

Now,  on  either  side  of  the  point  of  intersection  H 
measure  two  distances,  h s,  h s',  each  of  3 cm.,  then  the 
points  s and  s'  will  correspond  to  the  respective  positions 
■of  the  anticathode  of  the  tubes  at  the  two  exposures,  and 
f and  f the  shadows  of  the  tip  of  the  fuse  wire,  and 
b and  V the  shadows  of  the  foreign  body,  and  f and  b 
will  be  the  respective  true  positions  of"  the  tip  of  the  fuse 
wire  and  of  the  foreign  body.  From  f and  b drop  two 
verticals  F Fr  and  b b'  ; measure  f f’  and  b b',  then  f f'  minus 
b b'  will  be  the  depth  of  the  foreign  body.  Again,  draw  a 
horizontal  line  through  b parallel  to  h h,  and  as  it  is  known 
that  f was  9 mm.  below  the  central  corneal  axis,  then  the 
centre  of  the  pupil  is  indicated  by  the  point  c ; then  the 
distance  c b will  be  the  distance  of  the  foreign  body  above 
or  below  (in  this  case  above)  C.C. A.  Finally,  knowing  the 
distance  of  the  anticathode  from  the  plate,  we  can  deter- 
mine the  distance  of  the  tip  of  the  fuse  wire  f from  the 
plate — using  the  formula 

b x L 


— by  the  distance  between  the  shadows  / and  /',  and  in 
the  same  way  the  distance  of  b from  the  plate  can  be 
estimated.  If  the  distance  of  f be  greater  than  the  dis- 
tance of  b from  the  plate,  b is  that  much  on  the  temporal 
side  of  the 'C.C. A.,  as  is  indicated  by  the  difference  between 
the  two  distances.  On  the  other  hand,  if  b is  further 
from  the  plate  than  f,  then  the  foreign  body  will  be  that 
much  to  the  nasal  side.  In  the  case  typified  the  exact 
position  of  the  foreign  body  was 

4 mm.  deep  to  j 
3 mm.  above  C.C. A. 

exactly  on  vertical ) 

.'.  in  globe. 

The  accompanying  charts  (Fig.  13)  have  been  suggested 
by  Colonel  Lister  for  demonstrating  the  position  of  foreign 
bodies  in  the  eye,  011  the  lines  laid  down  by  Captain 
J.  Herbert  Fisher,  F.R.C.S.,  R.A.M.C.,  in  his  article  in  the 

Ophthalmic  Review. 


Employment  of  Radioscopy. 

It  would  appear  expedient  specially  to  emphasize  the 
danger  of  substituting  radioscopy  for  radiography  in  the 
localization  of  foreign  bodies  except  in  occasional  cases. 
When  a number  of  cases  require  attention,  radioscopy  is 
undoubtedly  the  more  expeditious,  but  more  than  one 
operator  in  France  has  had  his  face  and  hands  severely 
burnt  by  excessive  use  of  the  screen.  Further,  the  radio- 
graphic  plate,  even  though  the  structures  have  a double 
contour,  can  afford  very  definite  assistance  to  the  surgeon 
at  the  time  of  operation. 

The  removal  of  foreign  bodies  under  the  fluorescent 
screen  has  been  employed  to  a considerable  extent  in 
some  hospitals,  the  following  method  and  precautions 
being  adopted : 

The  patient  is  laid  on  the  x- ray  couch  and  anaesthetized. 
The  part  to  be  examined  is  cleansed  and  covered  with  a 
sterile  towel,  upon  which  the  fluorescent  screen  is  placed. 
The  current  being  turned  on,  the  diaphragm  on  the  tube 
box  beneath  the  table  is  reduced  in  diameter  enough  to 
define  the  foreign  body  clearly,  which  procedure  also  cuts 
off  all  unnecessary  rays,  and  so  saves  the  operator’s  hands. 
By  pressing  on  the  skin  in  the  neighbourhood  of  the 
foreign  body  and  noting  its  maximum  movement  it  is  easy 
to  ascertain  at  what  point  the  foreign  body  is  nearest  to 
the  surface,  and  it  can  then  be  determined  whether  it 
should  be  removed  through  the  original  track  or  whether 
a fresh  incision  should  be  made  directly  over  it.  Which- 
ever proceeding  be  decided  upon,  the  point  of  a forceps  is 
now  introduced  and  pushed  on  until  it  reaches  the  foreign 
body.  By  moving  the  points  up  and  down  alternately  it 
can  be  noted  which  movement  causes  the  greatest  dis- 
placement of  the  foreign  body,  and  thus  it  is  known 
whether  the  forceps  occupy  a plane  above  or  below  it. 
A little  practice  enables  the  forceps  to  be  brought  quickly 
into  contact  with  the  foreign  body,  when  they  are  opened 
just  sufficiently  widely  to  allow  it  to  be  grasped  without 
the  inclusion  of  muscle  or  other  structures  surrounding  it. 

As  an  extra  precaution  it  is  well  to  place  a sheet  of 
aluminium  1 mm.  in  thickness  over  the  diaphragm  in 
order  to  cut  off  the  soft  rays. 

Rabid  Localization  of  Bullets  or  Shrapnel  Balls 
from  a Single  Radiograph  on  a Single  Plate. 

This  method,  devised  by  Captain  Pirie,  C.A.M.S.,23  is 
obviously  limited  in  application,  since  it  assumes  that  only 
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Fig.  14. — Showing  bullets  and  shrapnel  balls  radiographed  at  the  distances  mentioned  in  inches. 


bullets  and  shrapnel  balls  of  the  same  calibre  are  being 
lealt  with. 

A key  radiographic  table  is  prepared  by  making 
radiographs  of  the  bullet  or  shrapnel  ball  at  the 
following  distances  from  the  plate : 0,  1,  2,  3,  4,  5,  6 in. 
(Fig.  14.) 

The  diameter  of  the  bullet  or  ball  casts  a shadow  the 
width  of  which  is  proportional  to  its  distance  from  the 
plate,  no  matter  at  what  angle  the  missile  may  be  lying. 
The  length  of  the  bullet  forms  no  guide. 

A measurement  of  the  uniformly  cylindrical  portion  of 
the  bullet  is  made  with  a line  pair  of  dividers;  the  latter 
are  then  transferred  to  the  key  plate  and  compared  with 
the  shadows  ; the  shadow  which  they  fit  exactly,  decides 
the  depth  of  the  bullet.  The  same  method  applies  to  the 
shrapnel  ball,  provided  it  is  not  more  than  very  slightly 
deformed. 

Anatomical  Localization  of  a Metallic  Foreign 
Body  and  Reconstruction  of  its  Track. 

Captain  Crymble-4  has  shown  the  practical  possibility  of 
combining  radiographic  results  with  the  information  which 
can  be  obtained  from  a study  of  sectional  anatomy.  By 
this  combination  the  actual  anatomical  position  of  a foreign 
body  can  be  determined  in  addition  to  its  depth  from  the 
surface  or  relation  to  neighbouring  bony  points.  To  attain 
this  object  he  has  employed  a series  of  original  coronal 
and  horizontal  sections  of  the  body,  and  also  the  atlas  of 
cross  section  anatomy  of  Eyclesliymer  and  Shoemaker. 
By  marking  the  vertical  and  lateral  positions  of  the  foreign 
body  on  a reconstruction  of  the  part  of  the  body  concerned, 
obtained  by  replacing  the  sections  in  position,  the  sections 
corresponding  to  the  position  of  the  missile  and  the  track 
leading  thereto  are  selected. 

Application  of  the  depth  measurement  from  the  surface, 
or  observation  of  the  relation  of  the  bone  to  the  surface 
of  the  section  of  the  body  actually  occupied  by  the  missile, 
then  allows  the  definite  anatomical  structure  enclosing  the 
foreign  body  to  be  determined. 

The  structures  involved  throughout  the  entire  length  of 
the  track  may  also  be  worked  out  by  Unemployment  of  a 
reconstruction  viewed  from  the  anterior  aspect,  and  another 
viewed  from  the  lateral  aspect.  On  these  the  positions  of 
the  entry  wound  and  of  the  foreign  body  are  marked 
respectively.  If  no  bone  lesion  is  present  the  positions  of 
the  entry  wound  and  of  the  foreign  body  are  connected  by 
a straight  line.  Where  a bone  lesion  is  present  the  line  is 
carried  from  the  wound  to  the  bone  lesion  by  a straight 
line,  and  from  this  point  a second  straight  line  connects 
the  position  of  the  bone  lesion  with  that  of  the  foreign 
body.  Reference  to  the  anterior  reconstruction  will  then 
give  the  lateral  position  of  the  track  in  any  section,  and 
reference  to  the  lateral  reconstruction  will  give  the  sagittal 
or  antero  posterior  position  in  any  section. 

Crymble  points  out  that  the  method  is  seldom  needed  in 
dealing  with  the  limbs,  but  it  is  more  useful  in  regions  like 
the  hip  or  the  great  body  cavities.  Further,  anatomical 
localization  both  of  the  track  and  the  missile  is  of  extreme 
importance  in  prognosis  and  treatment  in  injuries  to  the 
head,  and  also  affords  a valuable  means  of  studying  the 
functions  of  the  brain. 
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ON  SOME  ANAEROBES  FOUND  IN  MOUNDS 
AND  THEIR  MODE  OF  ACTION  IN 
THE  TISSUES. 

BY 

HERBERT  HENRY,  M.D.,  Captain  R.A.M.C. 

(From  the  Laboratory  of  a Base  Hospital  in  France.) 

The  literature  on  the  anaerobes  is  beset  with  so  many 
contradictory  statements  that  it  is  impossible  to  construct 
from  it  an  accurate  account  of  the  reactions  of  even  the 
better  known  organisms.  Experience  has  shown  that  this 
confusion  is  due  almost  entirely  to  the  investigation  of 
impure  cultures,  for,  with  the  establishment  of  a more 
exact  and  rigorous  technique,  the  features  of  individual 
species  are  found  to  become  more  clearly  defined,  and 
previously  existing  discrepancies  tend  to  disappear  alto- 
gether. 

A Classification  of  Anaerobes. 

All  the  anaerobes  isolated  from  wounds  are  probably 
faecal  in  origin.  They  give  vigorous  fermentation  re- 
actions in  the  presence  of  organic  material,  and  according 
to  their  biochemical  activities  they  may  be  divided  into 
two  main  groups — the  saccharolytic  group  and  the 
proteolytic  group. 

I.  The  Saccharolytic  Group. 

The  members  of  this  group  vigorously  decompose  a 
variety  of  carbohydrates  with  the  production  of  acid  and 
gas,  but  they  are  only  feebly  proteolytic.  The  group 
comprises ; 

1.  B.  welchii.  (Synonvms  : B.  aeroyenes  capsulatus  of 

Welch  and  Nuttall ; 1 B.  perfrinyens  of  Veillon  and 

Zuber  ;2  B.  phlegmonis  emphysematosae  of  Fraenkel.3) 

2.  B.tertius.  (Synonyms:  Bacillus  Y of  Fleming;4  B.  von 

Hibler  IX  or  B.  rodella  III  of  Robertson.5) 

3.  B.fallax  of  Weinberg.6 

4.  B.  aerofetidus  of  Weinberg.7 

5.  B.  oedematiens  of  Weinberg.8 

Pasteur’s  Vibrion  septique  would  seem  to  belong  to  this 
group,  but  it  is  omitted  because  we  have  had  as  yet  no 
opportunity  of  establishing  its  characteristics. 

The  sugar  reactions  which  have  been  found  to  hold  good 
after  along  series  of  observations  are  given  in  the  following 
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abbreviated  table,  and  would  appear  to  furnish  valuable 
evidence  in  the  differential  diagnosis  of  individual  organ- 
isms from  other  members  of  the  group.  There  are  four 
types  of  B.  luelchii  which  differ  from  each  other  according 
to  their  reaction  in  inulin  and  glycerin.  This  finding 
confirms  the  observations  of  Simonds.9  B.  tertius  re- 
sembles B.  welchii  in  its  sugar  reactions,  but  ferments 
mannite  and  salicin  in  addition.  B.  aerofetidus  does  not 
ferment  saccharose,  and  B.  fallax  attacks  lactose  only 
after  several  days,  while  B.  oedematiens  ferments  dextrose, 
levulose,  and  maltose  only,  resembling  the  individuals  of 
the  proteolytic  group  in  this  respect.  Certain  strains  of 
B.  welchii  are  slightly  proteolytic,  and  produce  small 
quantities  of  amino-acids,  and  B.  aerofetidus  carries  the 
digestion  of  protein  still  further,  for  it  produces  a very 
fetid  odour  in  cultures.  I11  neither  case,  however,  is  the 
proteolytic  activity  at  all  comparable  to  that  which 
characterizes  the  members  of  the  second  group. 
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II.  The  Proteolytic  Group. 

This  comprises — 

1.  11.  sporoyenes  of  Metchnikoff.10 

2.  B.  histoiyticus  of  Weinberg.11 

3.  B.  putrificus  coli  of  Bienstock.12 

4.  B.  cadaveris  sporoyenes  of  Klein.13 

5.  B.  tetani  of  Nikolaier.14 

The  individual  members  of  this  group  digest  protein 
very  vigorously,  but  have  a restricted  range  in  the  matter 
of  carbohydrate  fermentation.  B.  histoiyticus  breaks 
down  protein  as  far  as  the  amino-acid  stage,  whereas  the 
other  members  of  the  group  push  digestion  still  further  to 
the  ammonia  stage.  They  all  ferment  dextrose,  levulose, 
and  maltose.  It  is  probable  that  B.  sporoyenes,  B.  putri- 
ficus coli , and  B.  cadaveris  sporogenes  are  closely  related, 
if  not  identical. 

The  term  B.  oedematis  maligni  of  Koch  is  intentionally 
omitted  from  the  above  list,  for  we  believe  that  the 
organism  described  as  such  by  English  writers  during  the 
war  is  really  13.  sporoyenes  of  Metchnikoff.  It  is  signifi- 
cant, too,  that  no  mention  of  Koch’s  organism  appears  in 
German  literature  published  since  the  outbreak  of  war. 
Its  place  seems  to  have  been  taken  by  a bacillus  which 
has  been  described  independently  by  Aschoff15  and  by 
Conradi,16  and  which  is  taken  by  those  observers  to  be  a 
human  form  of  Rauschbrand.  It  is  of  interest  in  this 
connexion  to  note  that  Nicolle,17  as  the  result  of  serological 
tests,  considers  the  Vibrion  septique  of  Pasteur  to  be 
closely  allied  to,  if  not  identical  with,  the  bacillus  of 
Rauschbrand.  The  organism  of  Conradi  and  Aschoff  is 
said  to  produce  in  animals  a solid  oedema  of  the  type 
which  is  so  characteristic  of  Weinberg’s  B.  oedematiens , 
but  the  strong  saccharolytic  powers  attributed  to  it 
distinguish  it  from  the  latter. 

The  Incidence  of  Anaerobes  in  War  Wounds. 

The  production  of  a gaseous  cellulitis  in  the  tissues 
surrounding  a wound  is  practically  certain  evidence  of 
anaerobic  infection,  although  it  must  be  noted  that  the 
infiltration  of  gas  may  often  out-distance  the  microbic 
invasion  in  the  tissues.  It  is  not  uncommon  to  find  no 
microscopical  or  cultural  evidence  of  organisms  in  the 
oedema  fluid  taken  from  crepitant  subcutaneous  tissues 
at  some  distance  from  the  wound.  Another  feature  of 
anaerobic  growth  is  the  necrosis  it  produces  in  the  in- 


vaded part.  Quite  apart  from  wounds  which  show  th^| 
clinical  manifestations,  the  majority  of  open  wourH 
treated  at  a base  hospital  in  France  give  cultural  eviderH 
of  the  presence  of  anaerobes.  Out  of  100  open  sepl 
wounds  of  all  grades  of  severity  examined  at  intervalsl 
from  two  to  twenty-two  days  after  the  receipt  of  tl 
injury  two-thirds  showed  the  presence  of  B.  ivelchii,  a.  I 
almost  one-half  showed  the  presence  of  B.  sporogenes  (si 
Table  II).  It  is  unusual  to  find  only  one  anaerobe  ini 
wound.  In  the  vast  majority  of  cases  the  anaerobe  inftl 
tiou  is  a mixed  one,  the  most  frequent  combination  beil 
B.  welchii  with  B.  sporogenes.  I 

In  contradistinction  to  these  open  wounds,  we  have  hi 
the  opportunity  of  examining  a large  series  of  blool 
effusions  resulting  from  penetrating  wounds  of  the  pleuB 
and  lung.  In  most  of  the  open  septic  wounds  the  anaerobB 
are  implanted  into,  or  come  in  contact  with,  darnagl 
muscle,  whereas  in  the  thoracic  injuries  just  mention! 
which  might  be  looked  on  as  closed  wounds,  the  organisil 
carried  in  have  to  develop  in  a collection  of  ordinaB 
blood.  Out  of  500  specimens  of  haemotliorax  fiul 
examined,  195  proved  to  be  septic,  and  44.6  per  cent.  I 
these  were  infected  with  anaerobes.  Here,  again,  B.  welclm 
is  the  most  common  infecting  anaerobe,  and  the  coJ 
bination  of  this  organism  with  B.  sporogenes  is  frequent.  I 
The  anaerobes  tend  to  remain  localized  to  the  tissuJ 
during  life,  and  it  is  only  seldom  that  they  can  be  fourl 
in  the  circulating  blood.  On  the  other  hand,  cases  hai 
been  recorded  from  time  to  time  of  so-called  metastat 
gas  gangrene  in  which  anaerobes  have  developed  in  sou 
position  at  a distance  from  the  infected  tissue.  This  woul 
seem  to  occur  in  a focus  vfdiich  has  suffered  slight  damag 
as  from  continuous  pressure  or  from  the  introduction  of 
hypodermic  needle,  and  it  is  certain  that  the  organisms  mu! 
have  been  conveyed  through  the  blood  stream.  It  is  quii 
frequent,  however,  for  anaerobes  to  become  disseminate 
through  the  blood  stream  immediately  before  death.  Outc 
40  cases  in  which  death  resulted  from  wounds  which  wer 
proved  to  be  infected  with  anaerobes,  the  heart  blood  take 
from  one  to  twenty  hours  after  death  gave  a positiv 
cultural  result  on  tweutv-five  occasions.  In  20  of  these  case 
B.  welchii  was  found  (that  is,  in  80  per  cent.),  and  i: 
15  (that  is,  60  per  cent.)  B.  sporogenes  was  present. 


Table  II. 


Total 

Exam- 

ined. 

Total 

Septic. 

Infected 

with 

Anaerobes. 

Infected 
with  B. 
welchii. 

Infected 
with  B. 
sporogene 

Open  wounds  2 to 
22  days  old 

100 

100 

72% 

66% 

48% 

H a e m 0 t h 0 r a x 
fluids 

500 

195 

87  - 44.6% 

71  = 36.4% 

14  = 7.1% 

Post-mortem  heart 
blood 

40 

36 

25  = 69.4% 

20  = 55.5% 

15  = 41.6°/ 

The  Pathological  Process  Produced  by  Anaerobes 
in  the  Tissues. 

The  incidence  of  anaerobic  infection  in  wounds  durin 
the  present  war  would  seem  to  be  determined  by  tw 
factors.  The  first  is  the  unavoidable  soiling  of  a wound  b 
earth  or  by  clothing  infected  with  faecal  organism; 
Secondly,  the  destruction  of  tissues  produced  in  and  aroun 
a wound  by  the  modern  missile  gives  rise  to  just  tlios 
conditions  which  are  most  favourable  for  anaerobi 
growth. 

The  implantation  of  anaerobes  in  a focus  of  dead  organi 
material  is  directly  comparable  to  the  inoculation  of  a 
artificial  culture,  and  it  is  for  this  very  reason  that 
laboratory  study  of  the  activities  of  anaerobes  in  artificii 
media  is  of  service  in  determining  the  nature  of  theearlie 
pathological  processes  which  follow  infection  of  the  tissue: 
In  the  wound,  just  as  in  the  test  tube,  the  members  of  tli 
carbohydrate  splitting  group  of  anaerobes  are  the  first  t 
develop.  The  glycogen  which  is  found  in  living  health 
muscle  is  rapidly  converted  after  death  into  dextrose  an 
a small  fraction  of  isomaltose.  Both  these  substances  ai 
vigorously  fermented  by  such  an  organism  as  B.  vjelchi 
and  it  is  because  of  their  presence  that  the  organism  i 
question  so  readily  establishes  itself  in  damaged  muscle. 

This  early  fermentation  in  muscle  results  in  the  forms 
tion  of  acid  and  gas.  The  latter  consists  of  a mixture  < 
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carbon  dioxide  and  of  hydrogen  in  varying  proportions.  It 
often  develops  with  astonishing  rapidity,  and  may  become 
clinically  evident  four  to  six  hours  after  the  receipt  of  the 
wound.  The  appearance  of  crepitation  in  the  subcutaneous 
tissues  is  probably  due  to  gas  which  has  escaped  from  sub- 
jacent infected  muscle. 

The  gas  may  accumulate  under  considerable  pressure, 
and,  in  so  doing,  it  adds  to  the  embarrassment  of  a 
circulation  which  is  already  impeded  by  the  presence  of 
inflammatory  exudate. 

Coincident  with  the  production  of  gas  is  a formation  and 
setting  free  of  various  organic  acids.  The  acids  which 
occur  in  the  in  vitro  fermentation  of  carbohydrates  by 
B.  welcliii  retard  and  finally  inhibit  the  growth  of  the 
organism,  and,  unless  there  is  a high  amount  of  available 
protein  present,  the  culture  dies  out  rapidly.  If,  however, 
some  method  be  adopted  of  neutralizing  tiie  acid  as  that 
is  formed,  as,  for  example,  by  the  addition  of  calcium  or  of 
magnesium  carbonate  to  the  culture,  then  the  growth  is 
not  only  much  more  luxuriant  but  its  vitality  is  considerably 
increased. 

In  infected  tissues  such  a neutralization  is  brought  about 
by  the  inflammatory  exudate,  for  the  buffer  salts  of  the 
serum  constitute  an  absorbing  reservoir  which  will  take  up 
any  excess  of  free  acid,  and  it  is  only  when  this  consider- 
able reserve  is  used  up,  if  ever  this  does  happen,  that  one 
can  expect  to  find  an  increased  hydrogen  ion  content  of 
the  circulating  blood. 

There  is,  however,  another  contributing  factor  to  the 
neutralization  of  acid,  a factor  which  comes  into  operation 
in  the  later  stages  of  bacterial  growth.  The  early  rapid 
growth  of  the  saccliarolytic  group  is  succeeded  by  the 
more  gradual  development  of  members  of  the  proteolytic 
group.  The  protein  constituents  of  the  damaged  tissues 
are  attacked  by  the  digestive  ferments  elaborated  by 
organisms  of  this  second  group,  and  are  broken  down  by 
successive  stages.  The  final  product  consists  largely  of 
ammonia  bodies,  and  it  is  these  that  help  to  counteract  the 
acids  resulting  from  carbohydrate  degradation. 

It  is  probably  just  at  this  point  that  certain  saccharo- 
lytic  organisms  become  proteolytic,  and  throw  in  their  lot 
with  the  real  tissue  digesting  organisms. 

The  gas  formed  in  the  proteolytic  stage  of  wound 
infection  is  malodorous  because  of  the  development  of 
sulphuretted  hydrogen  and  certain  volatile  bodies. 

It  is  probably  during  the  proteolytic  period  also  that 
the  toxic  products  are  elaborated  which  give  rise  to  the 
clinical  condition  of  toxaemia.  It  is  very  unlikely  that 
such  a condition  is  established  as  the  result  of  carbo- 
hydrate fermentation.  The  clinical  picture  of  a man  dying 
with  anaerobic  toxaemia  is  chiefiy  that  of  a rapidly  pro- 
gressive circulatory  failure,  and  death  may  come  so 
abruptly  that  it  is  often  falsely  ascribed  to  pulmonary 
embolism.  It  never  bears  a resemblance  to  that  state  of 
“air  hunger”  which  clinical  pathologists  have  proved  to  be 
associated  with  blood  acidosis. 


One  may,  then,  summarize  the  pathological  processes  in 
an  anaerobe- infected  wound  as  being  characterized  by  two 
main  features — the  production  of  gas  and  the  death  of 
tissue.  Each  of  the  two  main  groups  of  anaerobes  above 
defined  has  its  share  in  these  processes,  and  the  succes- 
sive stages  by  which  an  anaerobe  infection  develops  may 
be  thus  summarized  : 

1.  The  initial  trauma  in  determining  the  death  of  tissue 
establishes  a focus  for  growth.  This  is  characterized  by 
the  latent  period,  which  precedes  any  obvious  clinical  signs 
of  anaerobic  infection. 

2.  The  first  active  phase  of  anaerobic  infection  consists 
in  the  development  of  the  rapidly  growing  saccliarolytic 
organisms,  of  which  B.  welcliii  is  the  chief.  It  is  because 
of  the  richness  of  muscle  in  fermentable  carbohydrate 
that  this  tissue  provides  such  favourable  conditions  for  the 
growth  of  organisms  of  the  saccliarolytic  type.  Their 
development  results  in  the  production  of  acid  and  gas. 
The  gas  accumulates  first  in  the  muscle  and  reaches  the 
subcutaneous  tissues  by  escape  from  the  muscle.  The 
pressure  produced  by  gas  and  also  by  inflammatory  oedema 
fluid  leads  to  an  anaemic  condition  in  the  tissues  sur- 
rounding a wound,  and  this  change  initiates  the  second 
active  period  of  anaerobic  invasion.  The  muscle  in  the 
saccliarolytic  period  is  of  a brick- red  colour. 

3.  The  second  phase  of  anaerobic  infection  in  a wound 
consists  in  active  proteolytic  digestion.  This  is  character- 
ized by  death  and  digestion  of  the  tissues.  The  process  is 
accompanied  by  the  formation  of  sulphuretted  hydrogen 
and  of  volatile  substances,  which  give  the  penetrating 
putrefactive  odour  so  typical  of  the  later  stages  of 
infection.  The  previously  red  muscle  becomes  soft  and 
diffluent.  It  may  be  stained  black  by  a sulphide  of  iron 
formed  by  the  interaction  of  sulphuretted  hydrogen  with 
the  iron  released  from  broken-down  haemoglobin.  The 
toxaemia  which  develops  at  this  period  results  from  the 
absorption  of  toxic  substances  produced  in  the  breaking 
down  of  the  protein  molecule,  and  cannot  be  attributed 
to  the  acid  which  is  formed  in  the  breaking  down  of  the 
carbohydrate  molecule. 

4.  The  final  phase  is  that  of  successful  bacterial  invasion 
of  the  blood  stream.  It  occurs  in  most  cases  just  at,  or 
immediately  preceding,  the  death  of  the  individual. 
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PART  I.— PRINCIPLES  AND  TREATMENT. 


The  contributions  made  to  surgical  science  by  Great 
Britain  iu  the  last  hundred  or  hundred  and  tvveuty  years 
have  placed  the  world  for  ever  under  a debt  to  the  savants 
of  this  country.  The  discovery,  about  the  year  1799,  by  Sir 
Humphry  Davy  that  anaesthesia  could  be  induced  by 
vapour  inhalation  and  the  suggestion  that  nitrous  oxide 
might  be  used  with  advantage  during  surgical  operations;1 
the  introduction  of  the  antiseptic  system  by  Lister,  and 
the  publication  of  the  Origin  of  Species  by  Darwin  which 
firmly  established  the  principles  of  the  law  of  evolution— 
these  all  effected  a complete  revolution  on  medical  thought 
botli  as  regards  its  theory  aud  its  practice.  To  show  liow 
great  the  revolution  was  a reference  may  be  made  to 
Lister’s  papers  and  more  especially  to  the  year  1873.'2  At 
that  time  a Scottish  medical  student  was  receiving  his 
training  iu  surgical  wards  from  which  hospital  gangrene, 
blood  poisoning  and  erysipelas  liad  been  banished,  and  he 
was  witnessing  operations  under  chloroform  anaesthesia, 
the  mortality  from  which  in  Syme’s  first  series  of  5,000 
cases  was  nil.  In  anatomy  not  only  could  be,  like  Hunter, 
study  man  in  relation  to  the  animal  world,  but,  thanks  to 
the  genius  of  Darwin,  could  study  each  animal  in  its 
sequence  to  some  other.  The  law  aud  order  of  function 
and  structure  took  the  place  of  chaos. 

It  is  interesting  to  note  that  about  that  time  a com- 
mission was  sent  to  Edinburgh  from  Germany  under  Lind- 
painter.  The  wards  of  the  hospitals  of  that  country  were 
foul  with  sepsis,  and  the  magnificent  hospital  in  Munich 
was  about  to  be  destroyed  owing  to  the  prevalence  of  blood 
poisoning,  80  per  cent,  of  all  wounds  being  affected  by 
hospital  gangrene.  From  this  country,  after  a year  spent 
in  acquiring  principles  and  methods,  the  German  Com- 
mission took  away  a sound  knowledge  of  the  antiseptic 
system,  anaesthesia,  and  of  comparative  biology — the 
three  factors  to  which  modern  surgery  owes  its  existence. 
After  Lindpainter’s  return  from  Edinburgh  not  a single 


case  of  hospital  gangrene  occurred  in  the  Munich 


therapeutic  suggestion  has  been  given  by  no  one.  I have 
greatly  enjoyed  perusing  his  works,  and  it  has  not  been 


without  profit ; I trust  that,  what  he  has  left  in  print  will 
be  found  in  the  library  of  every  member  of  our  Association, 
for  from  no  single  source  within  our  own  times  has  so 
much  of  orthopaedic  originality  aud  suggestive  practice 
emanated.” 

As  Thomas’s  work  was  so  bound  up  with  the  principles 
of  muscular  action,  and  as  we  recognize  that  tlie  restora- 
tion of  muscular  function  to  the  normal  is  the  foundation 
of  all  orthopaedic  treatment,  whether  active  or  passive- 
and  this  applies  equally  to  injury  of  muscle,  nerve,  nerve 
centre,  joint  or  bone — a reference  is  necessary  to  certain 
fundamental  principles  connected  with  nerve  and  muscle 
discovered  in  this  country,  so  that  the  position  of  Thomas 
can  be  clearly  defined. 

Professor  Keith  has  told  us  that  Hunter  devoted  a large 
amount  of  his  time  to  the  study  of  muscle  aud  bone,  aud 
first  distinguished  between  nerves  of  ordinary  sensation 
and  nerves  of  special  sense.  Hunter’s  Crooniaii  Lectures  1 
on  the  physiology  of  muscular  motion  probably  constitute 
liis  most  important  work.  In  studying  movement  not  only 
did  he  go  to  the  lowest  forms  of  the  Invertebrata,  but  also 
to  the  vegetable  world,  just  as  in  investigating  form  he 
studied  crystals.  Hunter  differentiated  atrophy  of  muscle 
from  disuse  as  well  as  from  disease.  He  differentiated 
between  velocity  aud  force  of  action,  and  dealt  with  the 
adaptation  of  muscle  to  joint,  and  of  muscles  going  over 
more  joints  than  one. 

He  recognized  that  relaxation  of  muscle  was  a power 
as  much  depending  on  life  as  contraction,  and  not,  as  had 


been  previously  taught,  a simple  cessation  of  action. 


Krankenhaus,  and  pyaemia  and  er3Tsipelas  were  banished. 

The  effects  on  surgery  of  the  introduction  of  tlie  anti- 
septic— or,  as  called  later,  the  aseptic — system  were  imme- 
diate. Its  greatness  was  recognized  throughout  the  world, 
aud  everywhere  surgical  wards  and  operating  theatres  were 
modelled  on  the  British  principle.  The  cranium,  thorax, 
and  abdomen  could  now  he  explored,  and  cases  always 
regarded  formerly  as  hopeless  were  rendered  curable. 

Unfortunately,  the  simplicity  and  power  of  tlie  antiseptic 
system  was  not  unassociated  with  danger.  It  placed  a 
force  in  the  hands  of  men  who  were  apt  to  forget  that 
a knowledge,  if  not  of  comparative,  at  least  of  human 
anatomy  was  the  essential  basis  of  all  surgical  treatment. 
If  Lister  regarded  surgical  treatment  as  largely  a question 
of  asepsis,  it  was  because  he  recognized  sepsis  as  surgery’s 
curse,  against  which  he  bent  his  titanic  energies,  and  over 
which  lie  finally  triumphed.  Listerism  was  associated 
with  action.  In  itself  it  did  not  convert  tlie  practice  of 
surgery  from  an  art  into  a science. 

Why  Britain’s  contribution  to  surgery  stands  unequalled 
is  that  not  only  did  it  introduce  to  the  world  the  anti- 
septic or  operative  system  hut  also  its  complement — the 
conservative  system.  Not  only  did  it  offer  the  world  a 
system  by  which,  for  example,  a tuberculous  joint  could 
he  excised  or  explored  without  risk  of  sepsis,  but  also  a 
method  by  which  the  joint,  treated  conservatively,  could 
he  absolutely  cured.  This  complement  we  owe  to  a 
Welshman  whose  greatness  is  now  only  beginning  to  be 
generally  recognized,  and  whose  life,  “ teeming  with  good 
deeds  done,”  was  prematurely  cut  off  at  the  early  age 
of  57.  I allude  to  Hugh  Owen  Thomas  of  Liverpool, 
of  whom  Professor  Steele,  the  eminent  American  ortho- 
paedic surgeon,  in  his  oration  on  Thomas  delivered  before 
the  Orthopaedic  Congress  at  Washington,8  said : “ In 
orthopaedic  surgery  more  of  originality  and  practical 


The  state  of  rest  lie  regarded  as  the  state  of  inaction. 
“ The  elongation  of  a muscle  is  not  the  immediate  result 
of  its  relaxation.”  Thus,  if  we  take  such  an  apparently 
simple  movement  as  flexion  of  the  finger,  the  stimulus 
which  excites  contraction  of  the  flexors  produces  also  a 
relaxation  of  the  opponent  extensors.  The  flexors  by  their 
contraction  become  the  elongators  of  the  relaxed  extensors, 
and  these  relaxed  and  elongated  extensors  become  by  their 
subsequent  contraction  the  cause  of  elongation  of  relaxed 
flexors.  These  two  groups  Hunter  defined  as  “ Reciprocal 
Elougators.” 

These  reciprocal  elougators,  then,  by  their  mutual 
action  on  each  other  bring  out  a middle  state  between 
tlie  extremes  of  contraction  and  elongation,  which  is 
the  state  of  ease  or  tone  in  both.  Either  extreme  of 
motion  leaves  the  muscle  iu  an  uneasy  state.  We  find, 
then,  that  as  soon  as  any  set  of  muscles  cease  to  act,  the 
elongators,  which  were  stretched  during  their  action, 
are  stimulated  to  act  in  order  to  bring  these  parts  into 
a state  furthest  removed  from  the  extremes  which 
were  uneasy  and  by  which  the  stimulus  arising  from 
both  is  equally  balanced.  The  elongated  state  of  a 
muscle  is  an  uueasy  state — a muscle,  therefore,  that  is 
stretched,  although  in  a relaxed  state,  is  uueasy,  aud 
will  contract  a certain  length  to  what  is  probably  the 
middle  state. 


We  recognize  that  a muscle  which  has  relaxed  and 


elongated  pari  2^(issu  with  the  contraction  of  its  opponent 
cannot  at  the  same  time  be  in  a state  of  contraction.  If 
the  extensor  communis  digitorum  extended  the  two  distant 
phalanges  we  could  not  have  extension  of  tlie  metacarpo- 
phalangeal joint  with  flexion  of  the  interplialangeal  joints. 
Yet  we  can  readily  perform  this.  Nor  could  we  have  ex- 
tension of  the  interplialangeal  joints  with  flexion  of  the 
metacarpo  phalangeal,  yet  this  normally  also  can  be  per- 
formed. A muscle  caunot  at  one  time  help  the  extenders 
and  at  another  the  benders.  To  allow  the  opponent 
flexors  to  act,  it,  as  an  extender,  becomes  relaxed  and 
elongated.  Then,  in  some  extraordinary  way,  this  relaxed 
muscle  fibre  is  supposed  at  the  same  time  to  be  contracted 
and  shortened  to  help  the  flexors. 

Following  shortly  after  Hunter  came  the  brilliant 
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researches  of  Charles  Bell,  whose  classical  work  on  the 
'nervous  system  undoubtedly  forms  the  basis  of  our  know- 
ledge of  the  physiology  of  the  subject.  For  his  work  on 
respiration  alone  Bell’s  fame  could  stand.  But  Bell  did 
more  than  that.  In  his  own  words  he  thus  describes  his 
great  discovery.6 

I have  now  only  to  add  that  my  opinions  and 
experiments  have  been  followed  up  to  the  satisfac- 
tion of  all  Europe.  It  has  now  been  acknowledged 
that  the  anterior  roots  of  the  spinal  nerves  bestow  the 
power  of  muscular  motion,  and  the  posterior  roots 
sensibility.  When  the  anterior  roots  of  the  nerves  of 
the  leg  are  cut  in  experiment,  the  animal  loses  all 
power  over  the  leg,  although  the  limb  still  continues 
sensible.  But  if,  on  the  other  hand,  the  posterior 
roots  are  cut,  the  power  of  motion  continues  although 
the  sensibility  is  destroyed.  When  the  posterior 
column  of  the  spinal  marrow  is  irritated  the  animal 
evinces  sensibility  to  pain,  but  no  apparent  effect  is 
produced  when  the  anterior  column  is  touched. 

In  the  year  1832  Bell’s  experiments  were  followed  by 
the  discovery  in  London  by  Marshall  Hall  of  the  reflex 
function  of  the  medulla  oblongata  and  medulla  spinalis. 
In  addition  to  the  three  modes  of  muscular  action  pre- 
viously recognized — namely,  voluntary,  that  of  respiration, 
and  the  involuntary — Marshall  Hall  recognized  a fourth, 
namely,  the  reflex  action. 

The  first  three  modes  of  muscular  action  are  known 
only  by  actual  movements  or  muscular  contraction. 
But  the  reflex  function  exists  as  a continuous  muscular 
action,  as  a power  presiding  over  organs  not  actually 
in  a state  of  motion,  preserving  in  some,  as  glottis,  an 
open  and  in  others,  as  sphincters,  a closed  form,  and  in 
the  limbs  a due  degree  of  equilibrium  or  balanced 
muscular  action. 

Not  only  did  Marshall  Hall  discover  and  define  “ reflex 
action  ” but  recognized  the  reflex  function  as  the  source 
of  equilibrium  in  the  muscular  system.  His  original  paper, 
read  before  the  Royal  Society,6  in  which  his  experiments 
are  detailed,  should  form  part  of  the  armamentarium  of 
all  orthopaedic  students.  Then  will  they  recognize  in  true 
perspective  the  work  of  the  minor  satellites  who  have 
audaciouslj7  associated  their  names  with  side  issues  of  this 
great  discovery. 

The  basic  principle  of  the  study  of  anatomy  during  the 
time  of  the  Hunters  and  the  Bells  was  function.  Largely 
through  the  influence  of  Cuvier  in  France  and  Owen  in 
this  country — although  the  latter  was  curator  of  the 
Hunterian  Museum — the  study  of  the  functional  system 
was  superseded  by  that  of  the  structural,  and  it  is  idle  to 
deny  that  the  descriptive  method,  with  its  pernicious 
i examination  backing,  accounts  for  the  negligence  with 
which  not  merely  comparative  but  human  anatomy  is 
studied.  As  Charles  Bell  himself  wrote:  “The  one  chief 
purpose  in  studying  the  anatomy  of  the  human  body  is 
to  understand  its  functions  and  to  compare  them  with 
those  of  other  creatures  till  we  arrive  at  last  at  some 
distinct  conception  of  the  whole ; of  the  various  structures 
of  animals  and  vegetables;  and  of  the  various  functions 
which  in  each  of  these  classes  support  life  and  action,  and 
through  it  the  principle  of  life.’’ 

With  the  publication  of  the  Origin  of  Species  and  the 
placing  of  the  Law  of  Evolution  on  an  unassailable  basis 
a new  weapon  for  the  study  of  function  was  placed  in  the 
hands  of  the  medical  profession.  Function  could  now  be 
studied  from  the  point  of  view  of  correlation,  and  structure 
from  the  point  of  view  of  necessity.  Yet  even  this  mighty 
impetus  has  so  far  failed  to  slacken  the  hold  of  the  de- 
scriptive system  on  the  medical  curriculum,  although  in  the 
last  few  years  there  are  all  the  evidences  of  change.7 

Unfortunately  the  descriptive  system  received  in  the 
antiseptic  system  a powerful  ally.  Cleanliness,  a know- 
ledge of  technique,  and  of  position  of  the  main  bodily 
structures,  have  for  the  last  half-century  constituted  the 
main  armamentarium  of  the  operating  surgeon. 

To  concentrate  our  attention  on  function  as  embodied  by 
conservatism  was  the  ideal  which  H.  O.  Thomas  formulated. 
For  that  ideal,  unpopular  then  as  now,  he  fought  through- 
out his  all  too  short  life.  It  was  a light  that  required  a 
man  with  giant  energies  and  an  unswerving  belief  in  his 
own  principles.  With  what  contempt  must  the  young 
surgeon  have  looked  on  Thomas,  who,  discarding  the  ease 
with  which — thanks  to  anaesthesia  and  antisepsis — a joint 
could  be  excised,  preferred  to  “cure”  the  joint  by 
scientific  rest.  His  death,  just  as  in  Hunter’s  case,  excited 


little  interest  in  his  own  country.  Not  so,  however,  in 
America  and  Australia,  where  the  scientific  value  of  his 
principles  was  well  known.  The  mists  of  prejudice  are 
now  becoming  cleared  from  men’s  eyes  as  it  is  realized 
more  and  more  that  Thomas’s  principles  embody  the 
application  of  the  functional  method  to  practice.  This, 
after  all,  is  the  only  scientific  method,  because  it  is 
founded  on  the  basis  of  the  true  anatomy — namely,  the 
biological  or  comparative. 

Thomas  made  in  all  ten  contributions  to  medical  science, 
and  of  these  the  most  important  are  The  Principles  of  the 
Treatment  of  Joint  Disease,  and  The  Principles  of  the 
Treatment  of  Fractures  and  Dislocations.  He  can  be 
regarded  as  the  apostle  of  the  conservative  or  rest  treat- 
ment of  joints,  bones,  and  muscles — not  surgical  rest,  so 
called,  but  anatomical  rest.  He  knew,  of  course,  that 
complete  rest  could  only  be  attained  j>osf  mortem.  In 
his  methods  he  aimed  at  effective  immobilization, 
abolition  of  concussion,  and  avoidance  of  pressure. 

To  his  medical  knowledge  he  added  a sound  acquaint- 
ance with  the  principles  of  mechanics  and  mathematics. 
The  keynote  of  his  work  is  to  be  found  in  his  knowledge  of 
the  physiology  of  muscular  action.  Thomas  recognized 
that  in  inflammation  of  a joint  the  altered  position  relative 
to  the  normal  which  the  parts  comprising  the  joint 
assumed  was  due  to  muscular  action  and  not  to  so-called 
increased  tension.  Increased  tension  he  knew  could  not 
cause  movement.  He  looked  on  muscles  as  sentries  need- 
ing control  but  not  structures  to  be  forcibly  stretched  or 
subcutaneously  divided,  as  was  taught. 

Hip  and  other  joint  deformities  accompanied  by 
inflammation  arise  mainly  from  the  effort  of  the 
patient  by  the  exercise  of  his  will  to  pose  the  limb  in 
the  easiest  xoosition  and  fix  the  articulation,  without 
which  ease  could  not  be  gained.  Knee-joints  are  not 
infrequently  presented  to  the  surgeon  suffering  from 
liquid  distension  only,  which  the  muscles  appear  to 
know,  for  there  is  an  absence  of  any  deformity  as 
there  is  no  special  muscular  intervention.  The  articu- 
lation, however,  is  fixed  more  effectively  by  art 
than  by  the  natural  method  of  muscular  action.  In 
fact,  a through  fixation  of  a diseased  joint  is  a physical 
method  of  physiologically  suspending  or  disconnecting 
for  a time  muscle  influence  from  a joint,  and  this 
inhibition  of  muscular  interference  will  be  the  more 
complete  just  in  proportion  to  the  practical  efficiency 
of  mechanical  aid. 

Rest  of  the  joint  was  secured  by  controlling  all  the 
muscles  which  produce  or  tend  to  produce  movement.  He 
rested  the  joint  in  the  position  naturally  assumed  in  the 
inflamed  condition  owing  to  muscular  action,  the  deformity 
being  reduced  gradually  as  the  joint  recovered.  He  gave 
relief  to  the  unhealthy  portion  by  action  on  the  healthy — 
that  is,  he  attached  his  controlling  appliance  to  the  sound 
portions  only  of  the  limb  to  which  the  diseased  articula- 
tion belonged,  and  not  as  was  usually  advised  to  the 
diseased  part,  inasmuch  as  he  knew  that  in  this  way  the 
diseased  area  was  subjected  to  pressure.  Traction  in  the 
line  of  deformity  he  knew  would  be  endless  traction  and 
that  it  was  impossible  for  a flexed  hip-joint  to  have  its 
angle  from  the  plane  reduced  if  the  traction  were  constantly 
at  that  angle. 

No  matter  what  the  primary  cause  of  the  disease 
in  a joint,  whether  it  be  induced  by  trauma,  struma, 
syphilis,  gonorrhoea,  or  rheumatism,  rest  cannot  be 
dispensed  with,  for,  if  surgery  does  not  step  in,  Nature 
is  sure  to  intervene  by  the  muscular  method,  knowing 
that  arrest  of  motion  is  the  one  thing  needful  before 
all  others.  In  man’s  evolution  it  was  his  only  chance 
of  recovery  from  liip-joint  inflammation. 

It  was  his  practice  when  treating  a diseased  articulation 
by  enforced  rest  never  to  test  for  motion  so  long  as  resolu- 
tion of  the  disease  was  not  seemingly  established,  and  then 
in  the  gentlest  manner  possible.  No  amount  of  rest,  he 
knew,  would  produce  ankylosis  in  a joint  free  of  disease.  It 
might  produce  stiffness,  which  is  only  a trivial  and  temporary 
hindrance.  Between  a stiff  and  an  aukylosed  joint  is 
no  analogy  beyond  the  absence  of  motion.  His  views  on 
ankylosis  of  joints  were  years  ahead  of  his  time. 

In  the  condition  of  diseased  articulation  we  find 
inflammation  and  the  accident  attendant  on  it — 
namely,  deformity.  To  the  treatment  there  can  only 
be  applicable  the  principle  that  the  most  perfect  and 
continuous  practical  immobility  should  be  enforced 
so  long  as  uusoundness  is  known  to  exist.  To  this 
principle  there  is  no  exception.  The  more  completely 
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an  unsound  joint  is  maintained  at  rest,  it  the  rest 
arrests  friction  and  removes  pressure,  the  sooner  it 
will  become  sound  and  able  to  endure  pressure  and 
friction,  the  probability  of  ankylosis  remaining  is 
diminished,  but  if  ankylosis  results — and  it  cannot 
always  be  avoided — it  should  be  accepted  not  as 
evidence  of  defective  treatment,  but  rather  as  an 
indication  of  the  intensity  of  the  disease.  The  pur- 
pose of  treatment  should  not  be  to  induce  ankylosis, 
as  is  so  often  done  under  the  supposition  that  such  a 
limb  is  better  suited  to  the  wear  and  tear  of  use,  or 
that  relapse  and  recurrence  were  not  so  liable  to 
happen  if  ankylosis  of  an  articulation  occurred.  An 
unsound  ankylosis  is  quite  as  liable  to  retrogression 
with  motion  as  an  unsound  joint.  Deformity  is 
evidence  of  Nature’s  attempts  to  secure  rest  for  the 
articulation  by  fixation  of  the  joint.  It  is  Nature’s 
mode  of  immediate  help.  Ankylosis  is  Nature’s  re- 
serve assistance.  Ankylosis  prepares  to  fix  the  joint 
when  the  method  by  muscular  control  begins  to  fail. 
The  surgeons  of  the  past  judged  deformity  to  be  an 
unavoidable  defect,  and  ankylosis  as  often  a necessary 
evil.  But  deformities  are  avoidable,  and  ankylosis 
is  in  no  instance  to  be  desired,  though  it  may  be 
in  the  presence  of  certain  conditions  an  unavoid- 
able termination.  The  fact  that  there  has  hitherto 
been  no  sure  test  of  recovery  has  led  to  the 
belief  that  joints  which  have  been  excised  are  less 
prone  to  subsequent  trouble  from  recurrence  of  un- 
soundness. It  has  always  been  a favourite  argument 
that  without  excision  the  diseased  joint  is  the  subject 
of  frequent  and  unexpected  relapses,  whereas  the  real 
cause  of  relapse  has  been  the  fact  that  treatment  was 
in  past  time  suspended  ere  soundness  of  the  articula- 
tion had  been  secured. 

Thomas  was  careful  to  distinguish  clinically  between 
healthy,  inflamed,  ankylosed  inflamed  or  unsound,  anky- 
losed  but  sound,  sound  or  recovered,  and  deformed  joints. 

In  an  unsound  ankylosis  progressive  and  evident 
motion  will  follow  use  if  the  limb  in  which  the  anky- 
losis exists  be  employed  for  its  usual  purpose,  while  in 
an  ankylosed  but  sound  articulation  ordinary  daily 
use  cannot  bring  on  any  valuation  of  position,  an  in- 
dication that  such  condition  should  be  termed  true 
ankylosis.  An  inflamed  joint  is  an  articulation  the 
radius  of  action  of  which  is  gradually  diminishing. 
The  diminished  radius  of  action  designated  joint 
deformity  tends  to  increase  so  long  as  the  joint  is  un- 
sound and  untreated,  and  is  caused  solely  by  the 
efforts  of  Nature  to  practise  immobility  as  a means 
towards  aiding  restoration.  A sound  or  recovered 
joint  is  one  from  which  traces  of  previous  inflamma- 
tion have  passed  away.  In  evidence  of  this  sound 
condition  and  complete  recovery  it  is  noticed  that  by 
ordinary  daily  use  the  radius  of  action  to  and  from  the 
position  maintained  during  treatment  is  seen  to  be 
gradually  increasing  no  matter  in  what  position  the 
limb  may  have  been  fixed  during  treatment — an  in- 
fallible sign  of  soundness  and  a justification  for  no 
further  restraint  or  surgical  interference. 

He  protested  against  the  terms  true  or  bony  and  false  or 
fibrous  ankylosis. 

The  expression  false  and  true  ankylosis  should  refer 
to  the  permanency  of  the  rigidity,  not  to  its  structure ; 
that  is,  no  ankylosis  which  will  vary  either  by  test  or 
use  should  be  termed  true  ankylosis  and  no  ankylosis 
which  remains  immovable  by  either  test  or  use  should 
be  termed  false  ankylosis.  As  long  as  false  or  unsound 
ankylosis  lasts  there  is  always  a prospective  chance  of 
recovery  with  complete  or  some  motion  by  use  alone. 

He  was  careful  to  insist  on  a utilitarian  position  should 
ankylosis  be  inevitable.  At  the  elbow  flexion  not  exten- 
sion ; at  the  hip  and  knee  extension ; at  the  ankle  with 
the  foot  at  a right  angle  ; at  the  wrist  dorsiflexion,  ordinary 
flexion  giving  a weak  linger  grip  in  grasping.  In  vehement 
terms  he  denounced  the  breaking  down  of  contracted 
joints,  a practice  unfortunately  still  followed  by  some. 

Joints  that  have  perfectly  recovered  either  from 
injury  or  disease  regain  motion  earliest  by  their 
being  employed  in  their  ordinary  manner.  Joints 
that  are  not  in  a healthy  condition  automatically 
resent  attempts  at  compulsory  employment.  Passive 
motion  applied  to  joints  injured  or  diseased  delays 
recovery,  and  if  applied  to  joints  cured  it  delays  the 
event  of  complete  restoration  of  function.  The  good 
repute  which  the  public  has  given  to  bonesetters, 
osteopaths,  passive  motionists,  shampooers,  manipu- 
lators, and  Betlishanites  i-ests  upon  the  fact  that  these 
unscientific  practitioners  get  the  charge  of  joints  and 


fractures  when  their  cure  has  been  consummated  and 
merely  preside  during  the  resumption  of  function 
They  only  watch  the  rising  sun  and  profess  to  assist 
its  cure  practising  certain  flexions,  extensions,  twists, 
jerks,  and  pushes,  with  passive  motions  and  other 
details  evidently  intended  to  give  proper  dignity  and 
importance  to  their  proceedings.  The  treatment, 
however,  which  the  sufferer  is  most  in  need  of^lie 
seldom  meets  with — namely,  no  motion.  As  soon  as 
the  part  under  treatment  has  become  healthy  it  will 
resume  its  function  more  fully  and  readily  rather  by 
the  attempts  of  the  late  patient  to  use  the  part  thau 
by  supplemental  violence,  such  as  passive  motion  or 
violent  manipulations.  If  the  part  be  sound  its  range 
of  function  increases  with  use.  If  ankylosis  can 
possibly  wear  off  it  does  so  best  by  the  patient’s 
attempts  at  ordinary  use  of  the  part. 

Treated  on  the  above  principles,  he  confidently  asserted 
that  every  case  of  hip-joint  could  be  cured  without  leaving 
a fractional  deformity  of  flexion,  and  consequently  with- 
out any  shortening  except  that  arising  either  from  the 
arrest  of  growth  where  inflammation  has  interfered  with 
the  growing*  points  in  the  upper  part  of  the  femur  or 
from  erosion.  He  asserted  the  same  as  regards  the  treat- 
ment of  knee-joint  disease.  He  was  a bitter  opponent  of 
the  indiscriminate  excision  of  joints. 

Joints  injured  or  diseased  when  they  show  no  signs 
that  may  lead  us  to  think  they  can  recover,  should  be 
amputated.  My  contention  has  been  that  the  joint 
that  can  recover  after  excision  can  recover  without  it, 
and  joints  that  do  not  recover  after  excision  ought  to 
have  been  removed  by  amputation. 

He  never  once  excised  an  elbow-joint,  and  states: 

I have  never  met  with  a case  of  excision  of  the  elbow 
which  equalled  in  usefulness  a diseased  elbow-joint 
truly  cured.  Even  if  ankylosis  remain,  the  part,  if 
sound,  is  less  liable  to  relapse  or  give  future  annoy- 
ance to  the  patient  than  after  an  excision,  however 
successful. 

That  has  been  the  experience  of  Peter  Bennie,  the  dis- 
tinguished Australian  surgeon,  during  thirty  years’  appli- 
cation of  Thomas’s  principles.  “I  have  never,”  lie  writes, 
“seen  a case  in  which  amputation 
for  hip  disease  was  necessary,  and 
if  the  joint  is  properly  fixed  by  a 
Thomas  hip  splint  excision  will 
never  be  required.” 

To  put  these  principles  into 
practice  Thomas  introduced  to 
the  profession  many  ingenious 
appliances,  of 
which  the  best 
known  are  the 
hip  or  dorsal 
fixation  splint 
and  the  knee 
splint,  the 
varieties  of 
which  are  the 
“ bed  ” for  rest- 
ing  and  *the 
“caliper”  for 
walking,  which 
latter,  by  trans- 
mitting  the 
weight  from  the 
hip  to  the  heel, 
enables  the 
patient  to  walk 
with  the  knee  at 
rest.  The  knee 
splint  has  been 
the  most  univer- 
sally used  splint 
in  the  war.  The 
hip  splint,  though 
quite  simple  in 
construction,  is 
probably  the 
least  understood 
of  all  his  splints; 
this,  however,  is  the  result  of  prejudice  and  of  ignorance 
of  principles  both  of  mechanics  and  of  rest.  It  is  the 
only  splint  in  the  world  whose  application  has  been 
raised  to  a science.  I allude  to  P.  B.  Bennie’s  formulae 


Fig.  1.— The  double  Thomas  hip  splint 
applied.  (After  Thomas.) 

Fig.  2.— The  caliper  knee  walking  splint. 
(After  Thomas.)  E,  King  at  upper  thigh. 
B,  Hand  behind  knee.  A,  Band  behind 
lower  third  of  leg.  F,  Inserted  into  socket 
in  boot  heel. 
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for  the  accurate  fitting  of  the  splint  and  the  correction 
of  deformities.  One  formula  is  : 

cos  a,  sin  fi 

Sin  9 = V (1  - cos*  a,  COS*  1 8)  ' 


He  states  that  in  the  early  years  of  his  practice  he 
invariably  interfered  with  instances  of  delayed  repair  by 
saw,  wire,  rasping,  and  pegging,  but  during  the  later  years 
he  succeeded  better  without  direct  interference,  although 
most  of  his  cases  were  less  hopeful  of  success  than  his 


Where  8 = angle  through  which  the  plane  of  the  splint 
is  rotated  in  the  direction  of  the  lateral  displacement,  a is 
the  angle  of  flexion 
required  calculated 
from  0°  as  normal, 
and  0 the  angle  of 
adduction  or  abduc- 
tion, the  rotation 
being  made  just 
above  the  joint  and 
the  flexion  opposite 
the  joint.8 

For  elbow  flexion 
Thomas  used  a 
halter  and  collar ; 
for  the  wrist  a 
simple  tin  splint  to 
hold  the  joint  in 
the  position  of  dorsi- 
flexion ; for  the 
dorso-lumbar  spine 
a cuirass ; for  cer- 
v i c a 1 disease  a 
eather  collar ; and 
For  ankle  disease  the  simple  “crab”  splint. 

Thomas’s  work  on  fractures  is  pregnant  with  original 
ideas.  A brief  mention  may  be  made  to  some  important 


Fig.  3.— Effective  rest  of  right  hip-joint  by  Thomas’s  dorsal  fixation  splint 

(After  Bennie.) 


Fig.  4. — The  combined  hip  and  ankle  splint  illustiating  a simple 
means  of  resting  hip,  knee,  and  ankle  joints. 


earlier  cases. 

In  these  days  of  antisepsis  it  is  not  uncommon  for 

oven  a recent  frac- 
ture, especially  if 
compound,  to  be 
at  once  drilled  and 
wired  or  pegged, 
when  ordinary 
mechanical  appli- 
ances intelligently 
used  would  be 
better.  This  prac- 
tice I hold  to  be  a 
retrogression  in  the 
surgery  of  fractured 
bones  ; indeed,  if  we 
are  more  thoughtful 
of  the  fact  that  it 
is  living  matter  that 
we  have  to  manage, 
then  it  would  seem 
that  even  in  delayed 
union  of  fractures 
actual  interference, 
such  as  drilling  and 
excising,  will  seldom 
be  required — nay,  it  will  be  found  that  such  opera- 
tions are  in  some  instances  a hindrance  rather 
than  an  aid  to  repair,  and  operations  of  this  character 
would  then  be  reserved  for  old  chronic  cartilaginous 
connexions  only. 

He  preferred  to  give  cases  of  delayed  union  conservative 
treatment  before  operating  — stimulating  the  part  by  com- 
pression and  percussion  combined  with  efficient  fixation  of 
the  fractured  area.  At  first  he  did  not  regard  efficient 
fixation  as  essential,  but  later  insisted  on  it  as  he  found 
the  time  for  repair  shortened.  By  this  mode  of  treatment 
he  was  invariably  successful.  Percussion  was  applied  with 


principles.  Efficient  fixation,  he  asserted,  best  assists  the 
restoration  and  repair  of  the  part  fractured. 

Perfect  rest  of  a fracture,  if  it  could  be  maintained 
without  supplemental  art  and  interference  would  best 
permit  the  repair  of  fractures  up  to  a normal  condition. 
If  a fracture  is  in  proximity  to  a joint  the  limb  ought 
to  be  so  fixed  that  the  utmost  pro-  y h 


ture — the  bony  points  not  being  in  actual  contact. 
Examples  of  delayed  repair  are  common,  while  those 
of  non-union  are  rarely  met  with.  The  gravity  of  delayed 
repair  depends  on  the  locality.  If  found  in  the  shaft 
of  a bone  it  is  not  so  easily  remedied  as  when  it  occurs 
at  an  extremity. 


Fig.  6.— Gunshot  wound  of  upper  end  of  left  humerus  rested  on 
pper  limb  abduction  splint. 


a rubber-protected  mallet  all  round  the  site  of  fracture — 
the  skin  being  protected  by  felt — about  every  third  day 
for  four  weeks.  Prolonged  tumefaction  for  a distance 
around,  above  and  below  the  fracture,  was  enforced  by 
means  of  rubber  bands.  In  a case  of  ununited  fracture  of 
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tlie  humerus  of  uiue  mouths’  standing,  which  he  treated 
successfully,  he  practised  percussion  weekly  for  four  weeks 
and  practised  daily  for  half  an  hour  “damming”  the  circu- 
lation around  the 


fracture.  It  is  in- 
teresting to  note 
that  lie  regarded 
percussion  as  a 
means  of  bringing 
about  an  increase 
of  bony  structure 
even  in  cases  of 
non-fracture,  it  is 
important  to  re- 
111  ember  that 
Thomas  was  the 
originator  of  the 
congestive  or  hyper- 
aemic  treatment, 
although  it  received 
little  notice  in  this 
country  till  asso- 
ciated with  the 
name  of  a foreign 
surgeon. 


fibrous  tissue,  as  soleus  and  gastrocnemius,  are  the  most 
prone  to  permanent  and  obstinate  contraction,  while 
much  permanent  rigidity  of  muscle  is  seldom  met  with 

in  such  a muscle 


Muscle. 

Thomas’s  impor- 
tant contribution  to 
the  surgery  of  nerve 
and  muscle  is  that 
associated  with  the 
treatment  of 
<1  r o p p e d w r i s t. 
-More  important 
than  that,  however, 
is  his  explanation 
of  so-called  con- 
tracted muscle  and 
contracted  tendon : 


The  term  con- 
tracted muscle 
is  a misnomer — 
a shortening  of 
true  muscular 
tissue  from  long- 
continuous  ac- 
tion does  not 
occur.  Neither 
true  muscular 
nor  true  tendon 
structure,  as  long 
as  it  is  not  dis- 
eased, can  be 
shortened  or 
lengthened.  Dur- 
ing the  action  of 
true  muscular 
structures  the 
fibrous  ramifica- 
tions radiating 
from  the  ten- 
dinous origins 

and  insertions  of  muscles  and  connecting  the  true 
muscular  structure  become  wrinkled,  and  if  the  true 
muscular  tissue  remain  long  and  continuously  active 
the  folds  of  fibrous  tissue  become  obliterated;  and 
when  the  true  muscle  is  tired  out  the  contraction  of 
this  tissue  acts 


Flo  7.— The  Robert  .Jones  abduction  frame.  Used  especially 
hip  and  to  overcome  shortening  in  malunion  of  femur.  Fig.  7a. 


as  the  sartorius, 
which  possesses 
little  fibrous  tissue, 
except  at  origin 
and  insertion.  As 
further  evidence, 
he  regarded  the 
fact  that  the  true 
muscle  of  a tendon 
that  has  been 
severed  will  resume 
duty  in  a few  days. 
An  unhealthy  con- 
dition of  a joint 
and  the  necessity 
to  place  the  com- 
ponents in  the 
position  of  ease, 
constituting  defor- 
mity, become  the 
stimulus  to  contrac- 
tion of  one  set  of 
muscles  and  to  re- 
laxation and  elonga- 
tion of  the  oppo- 
nents. In  a joint 
deformity  we  are 
always  dealing  with 
these  two  factors. 
This  muscle  state  is 
maintained  as  long 
as  the  necessity 
persists,  but  tbo 
muscles  themselves 
are  not  diseased. 
If  the  abnormal 
position  be  pro- 
longed owing,  for 
example,  to  the 
severity  of  disease, 
reduction  may  be 
interfered  with  by 
secondary  changes 
— namely,  contrac- 
tion of  the  inter- 
muscular fibrous 
tissue,  alterations  in 
the  capsule  or  per- 
haps bony  or  fibrous 
connexions  between 
the  joint  surfaces. 

Recognizing  these 
factors  and  also 
that  the  deformity 
has  been  gradual 
in  development  — 
the  contracting  and 
shortening  of  one 
muscular  group  occurring  pari  passu  with  relaxation  and 

lengthening  of  the  opponents — such  a procedure  as 

forcibly  breaking  down  a contracted  joint  must  be 
condemned  as  absolutely  unscientific  and  only  worthy 


for  old  ankylosis  of 
—The  same  applied. 


of  charlatans. 


to  mechanically 
fix  in  a special 
position  the  part 
subjected  to  the 
control  of  that 
muscle. 


This,  together 
with  alterations  in 
the  form  of  and 
around-  the  arti- 
cular capsule  and 
possible  connexions 
between  the  bones 

forming  the  joint  he  regarded  as  the  factors  maintain- 
ing the  permanency  of  joint  deformity.  As  a clinician 
lie  noticed  that  muscles  possessed  of  much  divergent 


Fio.  8. — Lons  plaster  "cock-up"  splint  for  musculo-spiral  paralysis. 


Wrist-drop. 

In  the  condition 
known  as  “ wrist- 
drop,” Thomas,  in- 
stead of  assuming 
that  this  was  per- 
manent and  irre- 
mediable, argued 
that  the  primary 
cause  may  have 
been  temporary,  and 
that  elongated 
extensors  were 
mechanically  pre- 
vented from  contracting.  They  were  not  of  necessity 
permanently  paralysed  and  stretched.  For  purposes  of 
prognosis  he  used  a simple  and  effective  test.  “ If  the 
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patient  bo  asked  to  try  and  perforin  by  the  exercise  of  the 
will  only  greater  flexion  than  already  exists,  the  fingers 
flex  readily,  and  also  by  the  act  of  the  will  extend  forward 
.again  to  the  position  of  previous  repose.”  Furthermore, 
' “ while  the  wrist  is  firmly  flexed  by  supplemental  assist- 
ance the  patient  can  by  the  exercise  of  his  will  within  a 
small  radius  rapidly  flex  and  extend  his  fingers.”  Success 
in  these  tests  enable  a favourable  prognosis  to  be  given, 
aud  Thomas  was  successful  in  a case  of  eighteen  years’ 
standing.  A recent  case  usually  recovers  in  one  to  four 
weeks  and  an  old  one  in  six  to  twenty  weeks.  In  treat- 
ment by  means  of  a simple  “ cock  up  ” splint  the  hands 
.and  fingers  are  maintained  in  relation  to  the  forearm  in 
the  position  of  extreme  extension  “ so  as  to  allow  the 
muscular  tissue  of  tiie  extensors  of  the  wrist  and  fingers 
to  retract  from  the  overstrain  or  overdraw.”  On  removal 
of  the  splint  by  the  surgeon  to  test  the  result,  “should  the 
patient  by  the  exercise  of  his  will  be  able  to  maintain 
extension,  the  surgeon  may  allow  the  limb  to  be  used,  dis- 
continuing the  angular  extension  apparatus.”  Thomas 
did  not  of  course  regard  this  treatment  as  universally 
successful  in  all  cases  of  dropped  wrist  or  ankle,  and  in 
■connexion  with  poliomyelitis  he  wrote  : 


It  is  my  experience  that  those  cases  which  we  meet 
with  after  infantile  paralysis  of  the  upper  extremity 
are  the  most  untractable  because  that  the  central 
nerve  lesion  in  these  cases  is  never  perfectly  recovered 
from  ; and,  again,  in  many  of  these  cases  we  have  to 
contend  with  a dropped  condition  of  shoulder,  elbow, 
wrist,  and  fingers  in  subjects  who  do  all  they  possibly 
can  to  thwart  our  endeavours  to  assist  them. 

Thanks  to  Robert  Jones,  these  important  views  of 
Thomas  on  muscle,  greatly  amplified,  have  been  intro- 
duced to  the  notice  of  the  profession,  and  it  would  be  idle 
to  deny  that  round  them  is  being  built  up  the  modern 
surgery  of  nerve  and  muscle  injury. 

Nerve  Lesions, 

Thomas  directed  our  attention  to  the  treatment  of 
muscle  in  cases  of  nerve  injury.  Weakened  or  paralysed 
muscles  must  be  rested  just  as  a diseased  joint  or  bone 
must  be  rested.  The  healthy  opponents  should  not  be 
allowed  to  contract,  producing  a stretching  of  the  weak- 
ened group.  Such  conditions  as  contracted  fingers  or 
joints  should  never  be  allowed  to  occur,  and  should  they 
be  present  they  should  be  remedied  before  any  operation 
is  undertaken.  In  recent  cases  of  divided  nerve,  where 
the  diagnosis  is  certain,  a reparative  operation  is  essential. 
In  old  cases  it  is  surprising  what  improvement  can  be 
effected  by  means  of  rest,  together  with  scientific  re- 
education aided  by  the  patient’s  volition.  Speaking 
generally,  no  operation  should  be  undertaken  till  these 
methods  have  been  exhausted. 

In  cases  of  injuries  of  nerves  the  ends  are  freshened 
and  sutured.  If  a gap  exist  between  the  divided  ends  it 
may  be  necessary  to  flex  a joint— for  instance,  as  the 
elbow — or  alter  the  position  of  the  nerve.  Should  these 
fail,  the  gap  may  be  bridged  by  a long  segment  of  a 
sensory  nerve  or  by  strands  of  catgut,  but  it  must  be 
remembered  that  such  operative  treatment  is  only  the 
beginning.  The  mere  transmission  of  an  impulse  along  a 
sutured  nerve  is  not  sufficient  to  cause  recovery  of 
muscular  action,  and  that  is  the  important  thing.  The 
muscle  must  be  rested  and  re  educated  from  zero.  Its 
recovery  must  be  along  biological  lines — that  is,  along  the 
lines  of  the  acquisition  of  its  mammalian  function. 

Stimulated  by  the  work  of  the  Liverpool  School  of 
Orthopaedics,  much  research  work  has  been  carried  out 
on  the  evolution  of  muscular  function  throughout  the 
mammalia  so  as  to  form  a scientific  basis  for  muscle  re- 
education. Furthermore,  in  cases  of  muscle  transplanta- 
tion to  strengthen  the  weak,  or  muscle  lengthening  or 
division  to  weaken  the  strong,  it  is  important  to  remember 
that  certain  muscles  in  the  economy  are  “survival  results,” 
and  that  by  the  comparative  method  we  are  enabled  to 
estimate  the  relative  value  for  grafting — for  example,  of 
the  two  peronei  or  the  two  tibials,  or  the  bracliio-radialis. 

In  connexion  with  military  orthopaedics  it  should  be 
remembered  that  Thomas  first  introduced  three  simple 
methods  of  treatment  which  are  now  universally 
recognized. 

He  taught  us  that  spinal  curvature  was  frequently 
associated  with  inequality  of  length  of  limb,  aud  that 


an  essential  in  treatment  was  to  raise  the  boot  on  the 
shortened  side. 

Inflammation  of  the  metatarso-plialangeal  joint  of  the 
toes,  especially  the  great  toe,  to  which  soldiers  are  liable, 
can  be  relieved  by  a piece  of  hoop  iron  or  leather  “ so 
placed  under  the  shoe  sole  that  its  front  margin  is  just 
under  the  joint,  so  that  in  marching  the  toes  miss  con- 
cussion with  the  ground  as  the  patient  advances  the 
opposite  foot.” 

The  Thomas  boot  for  flat-foot,  with  the  oblique  heel  and 
the  raised  sole  and  heel  on  the  inside,  is  well  known.  By 
its  means  strain  is  thrown  off  the  inside  of  the  foot,  the 
tibial  muscles  are  given  a chance  to  strengthen,  and  the 
tendency  to  displacement  of  the  internal  cartilage  of  the 
knee  to  which  these  subjects  are  liable  is  obviated. 

I have  dealt  at  some  length  on  the  principles  of  Thomas 
because,  although  principles  of  rest  were  enunciated  by 
Brodie  and  Hilton,  he  was  the  first  not  only  to  enunciate 
doctrines  of  conservatism  but  also  to  offer  simple 
mechanical  means  by  which  these  could  be  put  into 
practice,  although  at  his  death  his  work  was  largely  over- 
shadowed by  the  operative  system  owing  to  the  introduc- 
tion of  antiseptics.  Thomas  fortunately  was  succeeded  in 
his  practice  by  Robert  Jones,  who  had  the  rare  privilege  of 
having  worked  with  the  master  himself  during  the  later 
years  of  his  life.  Thanks  to  him  Thomas’s  work  has 
been  widened  in  its  application,  numerous  improvements 
have  been  introduced,  and  scientific  workers  have  been 
attracted  to  Liverpool  from  all  parts  of  the  world  to  learn 
those  conservative  principles  which,  like  Thomas,  he  has 
always  taught  as  forming  the  foundation  of  surgical 
practice.  Thus  in  appointing  Colonel  Robert  Jones,  C.B., 
as  Inspector- General  of  Military  Orthopaedics,  the  War 
Office  placed  the  treatment  of  the  deformed  soldier  under 
the  control  of  one  who,  himself  trained  in  the  modern 
aseptic  school,  is  recognized  as  the  greatest  living  ex- 
ponent of  the  conservative  method.  In  him  the  comple- 
mental  schools  of  British  surgery  have  been  effectively 
combined.  The  British  soldier  who  has  suffered  division 
of  a nerve  is  assured  not  merely  of  a successful  aseptic 
operation  of  suture,  but  of  prolonged  conservative  treat- 
ment directed  to  the  scientific  stimulation  and  re-education 
of  the  affected  muscles.  Should  these  methods  be  un- 
successful, recourse  may  be  had  to  the  operation  of 
muscle  grafting,  by  means  of  which  a flexor  is  asked  to 
act  as  an  extender  and  an  extender  as  a bender  as  the 
result  of  alteration  of  muscle  insertion. 

A fractured  bone,  even  if  union  be  delayed,  may  be  treated 
by  various  methods  of  conservatism,  but  should  these  fail 
resort  may  be  had  to  the  operative  methods  of  pegging, 
bone  grafting,  and  plating,  for  the  advance  in  which  depart- 
ment of  surgery  the  profession  is  under  a debt  of  gratitude 
to  the  genius  of  Sir  Arbuthnot  Lane.  Should  the  femur 
be  shortened  it  may  be  re-fractured  and  lengthened  by  the 
assistance  of  the  abduction  frame  of  Robert  Jones.  Joints, 
should  they  be  deformed,  are  not  forcibly  torn  down  or 
excised,  but  gradually  reduced,  so  that  recovery  in  one  set 
of  muscles  is  always  correlated  to  that  of  the  opponents. 
By  anatomical  rest  of  joints  and  bones  amputations  of 
limbs  are  obviated ; the  soldier  with  a displaced  fibro- 
cartilage  of  the  knee,  the  replacement  of  which  is  always 
easy  and  usually  spontaneous,  is  rested  so  as  to  allow 
rupture  of  the  collateral  tibial  ligament  on  which  it  largely 
depends  to  repair,  and  when  the  patient  resumes  walking  his 
boot  is  built  up  on  the  inside  to  prevent  recurrence  b}’ 
relieving  strain  on  the  inside  of  the  knee.  Only  in  cases 
of  recurring  displacements  due  to  an  unrepaired  collateral 
ligament  is  resort  had  to  removal,  which,  as  described  by 
Robert  Jones,  is  almost  a minor  operation.  By  means  of 
the  Thomas  boot  and  simple  manipulative  measures  the 
soldier  with  even  a severe  flat-foot  can  be  treated  success- 
fully without  operative  interference  which  is  reserved  for 
extreme  cases. 

What  a difference  in  the  lot  of  the  British  soldier,  treated 
in  1815,  after  Waterloo,  by  Sir  Charles  Bell,  admittedly  the 
greatest  anatomist  and  surgeon  of  his  time,  compared  with 
the  treatment  of  100  years  later  ! It  is  hard  for  us  to  realize 
that  Bell  in  his  paper  was  dealing  with  scenes  of  only  a 
century  ago.  In  this  short  period  of  time,  thanks  largely 
to  the  genius  of  our  countrymen — although  we  render 
homage  to  the  names  of  Lavoisier,  Lamarck,  Cuvier,  and 
Pasteur — the  antiseptic  system,  anaesthesia,  the  concep 
tion  of  vaccine  treatment,  the  placing  of  the  physiology  of 
nerve  and  muscle  on  a sound  basis,  the  publication  of  the 
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Origin  of  Species,  and  the  establishment  of  conservative 
surgical  principles,  have  all  been  introduced.  Without  these 
no  modern  orthopaedic  work  would  be  possible.  To  these  we 
must  add  x rays ; and  although  we  pay  respect  to  Roentgen 
for  his  great  discovery,  we  must  always  remember  that 
the  Crookes’s  tube  was  discovered  in  this  country.  We  can 
recall  with  no  little  pride  that  these  great  discoveries  have 
been  freely  given  to  the  world  for  the  benefit  of  humanity. 


PART  II. — STATEMENT  AS  TO  MILITARY  ORTHO- 
PAEDIC HOSPITALS  IN  GREAT  BRITAIN 
AND  THEIR  EQUIPMENT. 

Orthopaedic  cases  comprise  in  one  form  or  another  a 
large  proportion  of  the  men  invalided  from  abroad  with 
severe  surgical  injuries. 

Military  orthopaedic  cases  are  held  by  the  Army  Council 
to  include  the  following  : 

(a)  Derangements  and  disabilities  of  joints,  simple  and 
grave,  including  ankylosis. 

(b)  Deformities  and  disabilities  of  feet,  such  as  hallux 
rigidus,  hallux  valgus,  hammer  toes,  metatarsalgia,  painful 
heels,  flat  and  claw  feet. 

(c)  Malunited  and  ununited  fractures. 

(d)  Injuries  to  ligaments,  muscles,  and  tendons. 

(e)  Cases  requiring  tendon  transplantation  or  other 
treatment  for  irreparable  destruction  of  nerves. 

(J)  Nerve  injuries  complicated  by  fractures  or  stiffness  of 
j0int. 

(g)  Certain  complicated  gunshot  injuries  to  joints. 

(h)  Cases  requiring  surgical  appliances. 

These  cases  naturally  fall  into  two  groups — those  whose 
disablement  is  only  temporary  and  who  after  treatment 
will  be  fit  for  military  service  again,  and  those  who  are  so 
disabled  that  they  must  inevitably  be  discharged  from  the 
army. 

The  wounded  soldier  receives  immediate  treatment  in 
a general  military  hospital.  If  his  case  comes  into  the 
category  of  orthopaedics,  as  defined  above,  he  is  then 
transferred  to  one  of  the  orthopaedic  centres  for  special 
treatment. 

If  his  disablement  has  been  only  temporary,  he  may  be 
sent  for  after-treatment  to  a command  depot  until  ultimate 
recovery  and  return  to  military  duty. 


Command  Depot. 

A command  depot  is  officially  defined  as  a convalescent 
camp  equipped  with  facilities  for  electrical  and  massage 
treatment  under  medical  direction,  but  mainly  organized 
and  controlled  under  purely  military  officers,  with  the 
object  of  hardening  men  by  suitable  exercises  and 
graduated  drill  for  return  to  active  service  at  the  front 
in  a period  of  about  six  months. 

The  men  live  in  huts.  Beds  are  wooden  forms  with 
straw  palliasses  and  military  blankets.  Ordinary  diets 
only  are  given.  The  huts  are  heated  by  stoves. 

The  cases  suitable  for  admission  to  a command  depot 
are : 

1.  Men  recovering  from  gunshot  wounds  not  involv- 
ing joints  or  nerves. 

2.  United  nerves  giving  normal  action  to  muscles. 

3.  Pott’s  fracture,  Oolles’s  fracture,  with  no  anky- 
losis of  joints. 

4.  Injuries  to  left  hand  not  to  such  a degree  as  to 
prevent  the  use  of  a rifle. 

5.  Simple  myalgia  without  obvious  organic  sym- 
ptoms. 

All  scars  should  be  firmly  healed  and  not  situated  at 
points  of  regular  pressure  of  equipment,  for  example, 
shoulder,  scapula,  waist. 

Spinal  injuries  when  there  are  resultant  symptoms  as 
headache  or  paresis ; shell  shock  with  the  slightest  tremor 
or  mental  impairment;  paralysed  limbs,  drop  foot  or 
hand,  and  neuritis,  are  not  considered  suitable  cases  for 
admission. 

The  command  depots  are  visited  regularly  by  an  ortho- 
paedic surgeon,  to  help  the  staff  in  their  choice  of  cases 
lor  orthopaedic  treatment. 


List  of  Command  Bipots  in  the  United  Kingdom. 


Name  of  Com- 
mand D£pot. 


Slioreham ... 
Seaford 
Sutton  Coldfield 
Ballyvonare 


Accommodation 
for  Men  under 
Treatment  in 
Addition  to 
Permanent  Staff. 


Eastern  Command. 
London  District  R.E. 
Southern  Command. 
Southern  Command. 


Tipperary  

4,000 

Randalstown 

3,500 

Ripon  North 

6,500 

Alnwick  

3,400 

Knowsley  Park  ... 

4,000 

Heaton  Park 

4.700 

Eastbourne 

2,000 

Blandford  

600 

Ampthill 

877 

Total  beds  ... 

45,577 

Irish  Command  and  Easterr 
Command. 

Scottish  Command. 

Northern  Command  R.A.  (Re- 
gular and  I.F.) ; Machine  Gur 
Corps. 

Northern  Command. 

Western  Command. 

Western  Command. 

Cavalry  whose  Reserve  Regi- 
ments are  in  the  Eastern, 
Southern,  and  Aldershot  Com- 
mands ; Yeomanry  whose  3rd 
Line  Units  are  in  the  Eastern 
Command.  Army  Cyclist  Corps; 
South  African  Contingent 

63rd  (Royal  Naval)  Divisions 
(only). 

For  Infantry  (Regular  and  I.F.> 
whose  depots  are  situated  in 
No.  9 District,  preference  ter 
Bedfordshire  soldiers. 


The  soldier  who  is  permanently  disabled  and  utterly 
unfit  for  further  military  service  undergoes  similar  treat- 
ment in  the  general  and  orthopaedic  hospitals,  and  is 
finally  discharged  and  pensioned. 

Curative  Industries. 

In  each  orthopaedic  centre,  besides  surgical  operations, 
massage,  electrical  treatment,  hydrotherapy,  and  gymnastic 
exercises,  a series  of  curative  workshops  have  been  estab- 
lished with  successful  and  valuable  results. 

These  curative  industries  serve  a twofold  purpose.  First 
of  all — and  this  is  most  important— they  are  directly 
curative  by  giving  exercise,  under  the  surgeon’s  control 
and  supervision,  to  the  affected  part.  They  are  also 
indirectly  curative  through  their  profound  psychological 
influence  upon  the  patient.  Apathy  and  inertia  are 
replaced  by  bodily  and  mental  activity.  In  the  second 
place,  these  industries  enable  a certain  number  of  the  men 
to  acquire  a craft  or  trade,  by  which  they  will  become 
more  valuable  to  the  community  by  the  increase  of  their 
wage-earning  capacity  after  discharge. 

A minor  point  that  experience  has  shown  very  clearly  is 
the  monetary  value  to  the  institution  of  the  work  done, 
such  as  splint  making,  carpentering,  painting,  etc. 

The  curative  workshops  are  an  important  evolution  in 
the  war.  In  each  orthopaedic  centre  they  form  an  essential 
part  of  the  treatment,  with  local  differences  dependent  on 
the  character  and  staple  trade  of  the  district.  For  example, 
in  Aberdeen  a net-making  industry  has  proved  highly 
successful,  and  in  Bristol  basket  making. 

The  permanently  disabled  soldier  is  not  lost  sight  of 
after  discharge  from  the  hospital  and  the  army.  He  then 
comes  under  the  care  of  the  Statutory  (Pensions)  Com- 
mittee. He  may  be  quite  fitted  for  civilian  employment, 
in  which  case  he  may  at  once  resume  his  old  trade  or  seek 
new  employment.  He  may  find  a place  in  one  of  Lord 
Roberts’s  memorial  workshops  ; or  he  may  elect  to  undergo 
further  training  for  a new  craft  or  trade.  The  advantage 
of  the  establishment  of  curative  industries  in  the  ortho- 
paedic centres  becomes  obvious.  The  technical  schools  of 
the  country  have  placed  their  resources  at  the  disposal  of 
the  Statutory  Committee,  and  it  is  understood  that  arrange- 
ments are  being  made  for  the  intensive  education  of  suit- 
able pensioners  at  these  institutions. 

When  a man  is  transferred  from  a general  hospital  to  a 
command  depot  it  means  that  his  disability  is  temporary, 
that  he  belongs  to  Group  1,  and  that  he  is  considered 
likely  to  be  fit  for  active  service  within  six  months.  If,  on 
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:lie  other  hand,  he  is  transferred  from  a central  hospital 
L an  orthopaedic  hospital  he  may  belong  either  to  Group  1 
kr  Group  2.  If  to  the  former,  his  disability  must  be  neces- 
sarily more  severe  than  that  of  the  man  sent  to  a command 
depot,  and  the  treatment  required  to  fit  him  again  for 
Active  service  may  of  necessity  be  prolonged.  If,  however, 
he  belongs  to  the  latter,  Group  2 — if,  that  is,  the  medical 
authorities  of  the  central  hospital  decide  that  his  dis- 
ability is  such  as  to  prevent  him  from  ever  becoming 
tit  for  any  form  of  military  service  owing  to  the  fact 
that  he  suffers  from  such  a lesion  as,  for  example, 
severance  of  the  right  sciatic  nerve  with  foot-drop, 
he  may  also  be  sent  to  an  orthopaedic  hospital.  If 
here  were  always  available  beds  at  orthopaedic  lios- 
litals  these  patients  could  be  automatically  transferred 
there  from  the  central  lios- 
jpitals  without  delay,  but  the 
[length  of  time  involved  in 
the  treatment  of  patients  at 
orthopaedic  hospitals  of 
necessity  greatly  lessens  the 
number  of  new  patients  that 
can  be  admitted  in  any  one 
year.  The  length  of  stay  of 
the  individual  is  prolonged, 
and  at  present  this  is  a very 
real  difficulty  ; because  of  this 
lack  of  accommodation  at 
orthopaedic  hospitals  men 
may  have  to  be  brought 
before  invaliding  boards  and 
discharged  from  the  service 
at  central  hospitals  who  still 
require  to  begin  skilled 
orthopaedic  treatment.  The 
fact,  however,  that  a man 
has  been  discharged  from 
the  army  does  not  prevent 
him  from  attending  an  ortho- 
paedic centre  as  an  out- 
patient or  from  subsequently 
being  admitted  for  further 
treatment  to  an  orthopaedic 
hospital,  but  it  is  a break  in 
the  logical  sequence  of  treat- 
ment. Among  this  class  of 
case  may  be  patients  with 
injuries  of  the  musculo  spiral, 
median,  and  ulnar  nerves, 
and  hemiplegias  after  head 
injuries. 

This  difficulty  is  being 
met  by  the  establishment  of 
more  orthopaedic  centres  and 
special  annexes,  but  the 
numbers  of  beds  will  have  to  be  very  large,  for  these 
cases  are  a numerous  and  growing  class.  At  present  the 
War  Office  allows  any  discharged  soldier  disabled  by  the 
war  to  obtain  further  treatment  at  a military  hospital,  if 
he  requires  it,  and  these  men  can  always  seek  out-patient 
treatment  at  a military  orthopaedic  centre  or  hospital ; 
but  here  again  we  are  faced  with  the  difficulty  that  they 
may  not  live  within  several  miles’  walking  distance  and 
cannot,  therefore,  obtain  treatment.  Recognizing  our  debt 
to  these  men  and  their  future  value  to  the  State,  it  is 
essential  that  skilled  orthopaedic  treatment,  based  on  a 
scientific  knowledge  of  the  principles  of  surgical  rest  and 
of  the  anatomical  aud  biological  methods  by  which 
recovery  of  muscular  function  can  be  obtained,  together 
with  the  mechanical  training  necessarily  Accompanying 
these,  should  be  made  available  for  them.  Disabled 
soldiers  fall  obviously  into  two  classes  : (1)  Those  who  are 
wholly  permanently  disabled  for  any  kind  of  work ; 
(2)  those  who  may  by  re-education  be  restored  to  social 
and  professional  efficiency  in  varying  degrees.  The 
recognition  of  what  patients  constitute  class  (1)  can  only 
be  left  to  skilled  orthopaedic  surgeons  and  be  based  on  the 
principles  above  enunciated.  How  to  best  treat  those 
comprising  class  (2)  is  the  present  urgent  question,  but 
enough  has  been  said  to  show  that  the  problem,  at  least 
from  its  medical  side,  is  being  energetically  and  adequately 
grappled  with. 

I must  especially  thank  Major  C.  V.  Mackay,  M.D., 
R.A.M.C.,  of  the  King  George  Military  Hospital,  for 


numerous  valuable  suggestions  and  for  his  assistance  in 
drawing  up  the  plan  on  which  this  information  is  based. 

Orthopaedic  Centres  in  the  British  Isles. 

There  are  now  fully  established  ten  orthopaedic  centres 
in  Great  Britain  aud  Ireland. 

In  England  there  are  already  four,  of  which  one  is 
at  Shepherd’s  Bush.  The  other  orthopaedic  centres  in 
England  are  : Alder  Hey,  Liverpool,  the  first  to  be 

formed,  under  Colonel  Robert  Jones ; Leeds,  and  Bristol. 
It  is  proposed  to  found  additional  centres  at  an  early 
date.  In  Wales  the  orthopaedic  centre  is  at  Cardiff. 

Two  centres  have  been  established  in  Ireland,  one  at 
Belfast,  one  at  Blackrock,  Dublin.  In  Scotland  there  are 
three : Bangour  near  Edinburgh,  Aberdeen,  and  Bella- 

liouston,  Glasgow. 

The  same  general  scheme 
of  treatment  is  adopted  in 
each  centre  under  the  super- 
vision of  Colonel  Robert 
Jones. 

It  may  be  mentioned  that 
each  orthopaedic  centre 
deals,  in  addition  to  the  re- 
pair of  deformities,  with  the 
preparation  of  the  stumps 
of  limbless  soldiers  before 
admission  to  Roehampton 
and  other  hospitals  where 
artificial  limbs  are  provided. 

List  of  Orthopaedic  Hospitals 
and  Centres  in  the  United 
Kingdom. 

Military  Orthopaedic  Hos- 
pital, Shepherd’s  Bush,  W. 
1,000  beds. 

National  Orthopaedic  Hos- 
pital, Great  Portland 
Street,  W.C.  170  beds. 
Military  Orthopaedic  Hos- 
pital, Alder  Hey,  Liverpool. 
850  beds. 

Welsh  Metropolitan  War 
Hospital,  Whitchurch,  Car- 
diff. 500  beds. 

Beaufort  War  Hospital,  Fish- 
ponds, Bristol.  500  beds. 
2nd  Northern  General  Hos- 
pital, Beckett’s  Park,  Leeds. 
250  beds. 

Bellahouston  Hospital,  Glas- 
gow. 400  beds. 

Bangour  Hospital,  Edin- 
burgh. 400  beds. 

Oldmill  Hospital,  Aberdeen. 
250  beds. 

Belfast  U.Y.F.  Hospital.  300 
beds. 

Dublin.  200  beds. 

The  Military  Orthopaedic  Hospital,  Shepherd’s  Bush, 
London,  may  be  described  as  typical  of  all  the  centres. 
It  is  fully  equipped,  and  has  a visiting  and  resident 
medical  staff.  It  is  under  the  personal  supervision  of  the 
Inspector,  who  visits  weekly.  The  number  of  patients 
admitted  from  the  opening  of  the  hospital  on  March  1st, 
1916,  to  February  28th,  1917,  was  2,870,  and  the  number 
discharged  2,101. 

The  following  list  of  the  discharged  patients  is 
important  as  showing  the  beneficial  results  of  treat- 
ment : 


1. 

Duty. 

2. 

Command 

Depot. 

3. 

Re-classifi- 

cation. 

1916. 

March  

2 

5 

April  

14 

14 

4 

May  

14 

16 

8 

June  

9 

27 

11 

July  

36 

17 

12 

August 

24 

29 

21 

September  

20 

41 

14 

October 

46 

55 

26 

November  

27 

62 

25 

December  

19 

57 

18 

1917. 

January 

34 

27 

16 

February  

17 

32 

26 

262 

382 

181 

Fig.  9. — Patients  returning  from  France  suffering  from  gunshot 
wounds  of  the  knee  rested  in  Thomas’s  “ bed  ” knee  splint. 
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The  majority  of  the  patients  under  Class  3 (re-classifica- 
tion)  were  able  to  undertake  mild  forms  of  military  duty, 
thus  relieving  fitter  men  for  active  service. 

In  reference  to  discharged  patients  it  is  important  to 
bear  in  mind  that  owing  to  more  rigid  army  regulations 
the  discharge  of  men  from  the  army  to  civil  life  as  “ unfit 
for  further  military  service  ” has  recently  been  consider- 
ably curtailed. 

Apart  from  the  question  of  available  beds,  there  is  no 
difficulty  about  the  admission  of  a discharged  soldier  into 
this  hospital  for  further  treatment.  On  March  1st,  1917, 
the  number  of  discharged  soldiers  in  the  hospital  was  50, 
and  there  were  10  out-patients. 


Massage. 

The  massage  department  is  under  the  supervision  of 
Dr.  J.  Mennell,  and  is  equipped  with  all  modern  appliances 
for  mechanical  treatment.  There  are  twenty-three  trained 
assistants  iu  the  department  — namely,  twenty  one 
masseuses  and  two  masseurs. 

The  number  of  patients  treated  and  discharged  from 
March,  1916,  to  March,  1917,  was  863.  On  March  1st, 
1917,  the  number  of  patients  under  treatment  was  280. 
The  average  number  of  weekly  treatments  is  1,680. 


Gymnasium  and  Hydrotherapy  Department. 


Electro-therapeutical  Department. 

This  department  is  under  the  supervision  of  Captain 
Rowley  Bristow,  R.A.M.C.,  F.  H.C.S.  During  the  period 
July,  1916,  to  March  1st,  1917,  the  number  of  treatments 
given  in  the  de- 
partment 

19,000,  and 
number  of 
patients  dealt  with 
728. 


A large  gymnasium  is  now  in  course  of  construction, 
to  which  patients  will  automatically  pass  from  the  massage 
department.  The  plans  for  a hydrotherapy  department 
have  been  completed,  and  a building  will  shortly  be  placed 
under  construction.  Both  these  departments  will  be 
under  medical  control  and  in  the  immediate  charge 

of  trained 


was 

the 

new 


structors. 


Type  of  Case. — 

The  cases  dealt 
with  wrere  mainly : 

1.  Peripheral 
nerve  injuries. 

2.  Stiff  joints 
with  muscular 
wasting. 

3.  Atrophy  of 
muscle. 

4.  Adherent  and 
painful  scars. 

5.  F u notional 
conditions. 

6.  Trench  feet 
and  allied  con- 
ditions. 

Staff.— The  staff 
consists  of  fourteen 
trained  masseuses 
A.P.M.C.  working 

under  the  direction  of  a surgeon  iu  charge. 

The  electrical  treatment  of  muscle  is  largely  carried  out 
by  a specially  wound  faradic  coil  introduced  by  Captain 
Bristow.  This  coil  is  arranged  so  as  to  yield  a current 
which  is  as  nearly  as  possible  painless,  and  which  is  under 
the  control  of  the  operator,  so  that  the  intensity  of  the 
stimulus  can  be  altered  from  moment  to  moment. 
Rhythmical  graduated  contractions  of  muscle  are  brought 
about  by  this  method.  The  muscle  to  be  treated  is  made 
to  contract  gradually  from  zero  to  the  desired  maximum, 
and  then  allowed  to  relax.  It  is  allowed  to  remain  fully 
relaxed  for  a second,  and  then  again  stimulated.  The  left 
hand  of  the  operator  grasps  the  muscle  and  appre- 
ciates the  degree  of  contraction,  whilst  the  right  con- 
trols the  intensity  of  the  stimulus.  In  this  way  the 
exact  degree  of  contraction  desirable  for  each  muscle  or 
muscle  group  is  obtained.  The  control  by  hand  is 
essential  for  the  most  efficient  method  of  working,  and 
no  motor-driven  or  other  form  of  mechanical  interrupter 
can  replace  this  control  efficiently.  With  trained  operators 
there  is  no  risk  of  muscles  being  stimulated  to  the  extent 
of  causing  fatigue,  and  so  retarding  progress.  The  main 
differences  between  this  coil  and  the  ordinary  faradic 
coil  are : 

The  special  coil  has  thick  wiie  in  both  the  primary  and 
secondary  windings,  and  the  number  of  layers  in  the 
secondary  is  less  than  in  the  primary — 5 : 3.  The  inter- 
rupter can  be  exactly  regulated  by  a sliding  weight.  A 
condenser  of  appropriate  capacity  is  placed  in  circuit,  to 
damp  out  the  spark  and  assist  in  reducing  the  “ skin 
effect  ” to  a minimum. 

The  intensity  of  the  stimulus  is  varied  at  will  by 

(1)  using  either  one,  two,  or  three  layers  of  the  secondary ; 

(2)  by  pushing  in  or  withdrawing  the  soft  iron  core  in  the 
primary. 


Fig.  10.— Interior  of  department  for  electro- therapeutics. 


The  Curative  Work- 
shops. 

The  curative 
workshops  are  of 
utmost  importance. 
In  these  workshops 
the  men  are  given 
a definite,  regular, 
and  interesting 
' occupation,  and 
energy  instead  of 
being  wasted  is 
directed  to  serve 
some  useful  pur- 
pose. These  work- 
shops, which  are 
under  the  personal 
supervision  of  Mr. 
l’oate,  owe  their 
existence  to  the 
energy  and  fore- 
si  g li  t of  King 
Manuel,  who  has 
not  only  devoted 
his  valuable  time 
to  those  at  Shep- 
herd’s Bush  but  has  also  superintended  the  erection 
of  similar  ones  in  other  orthopaedic  centres  throughout 
the  United  Kingdom.  The  men  working  are  employed 
as  follows : 


Employments  in  Curative  Workshops. 
Splint  makers,  smiths,  engineers 
Carpenters 

Tailors  (abdominal  belts,  surgical  slings) 
Bootmakers  (surgical  boots,  repairs)  ... 
Fretworkers  (men  with  dropped  feet)  ... 
Eeatherworkers  (blocked  leather  splints) 
Electricians,  plumbers,  and  ironworkers 
Masons  (repairs  in  hospital) 

Grindery  (instruments  used  in  operatin 
theatres) 

Wood  choppers  (sawing  and  chopping  firewood 
lor  use  of  hospital) 

Cigarette  makers 
Office  and  stores 
Draughtsman  ... 

Orderlies  and  fatigue  party  (errands  between 
different  departments, keeping  yard  and  shops 
clean,  taking  completed  work  to  different 
wards) 

Painters  (painting  splints  and  general  work  in 
hospital) 

Total 


In  addition  to  this  special  ■woik,  over  300  have  occupa- 
tions allotted  to  them. 
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Return  showing  Number  and  Value  of  Splints  Made  in 
Orthopaedic  Workshops. 


Week  ending— 


October  28th, 

1916  ... 

35 

5 3 

0 

November  4tli 

,, 

49 

7 14 

6 

,,  11th 

75 

...  17  3 

9 

,,  18th 

64 

9 11 

6 

25th 

86 

...  12  9 

0 

December  2nd 

21 

...  11  2 

6 

9th 

23 

...  13  16 

0 

„ ieth 

67 

...  14  18 

0 

„ 23rd 

26 

...  14  11 

6 

„ 30  th 

29 

8 19 

0 

January  6th, 

1917  ... 

43 

...  12  8 

0 

„ 13th 

70 

...  20  12 

0 

,,  20  th 

55 

...  19  1 

0 

„ 27th 

11  ... 

...  133 

...  34  0 

0 

February  3rd 

11 

...  122 

...  27  9 

0 

,,  10  th 

91 

...  30  0 

0 

„ 17  th 

55 

...  19  17 

6 

„ 24  th 

81 

...  17  16 

6 

March  3rd 

...  106 

...  31  4 

6 

„ 10  th 

11 

...  139 

...  34  4 

2 

Totals 

...  1,371 

£362  1 

5 

Total  number  of  splints  made  from  October  28th  to 
March  10th,  1,371. 

Cash  value  at  pre-war  prices,  £362  Is.  5d. 


Of  the  above  returns  1,013  are  stock  pattern  splints,  namely, 
cock-up  splints,  gutters,  club-foot  shoes,  crab  (long  and  short), 
Turner’s  arm,  whole  hand-splints.  The  balance  (358)are  special 
splints  designed  in  workshops,  and  made  to  surgeons’ 
instructions. 

Quantity  of  Orthopaedic  Repairs  by  the  Bootmaker. 

The  total  number  of  cases  requiring  orthopaedic  repairs  by 
l;the  bootmaker  from  October  21st,  1916,  to  March  4th,  1917,  was 
,361.  This  was  apart  from  ordinary  repairs.  The  work  con- 
sisted of  inside  and  outside  elevations,  T-straps,  cork  soles,  bars 
on  soles,  crooked  heels,  surgical  boots  and  alterations  according 
to  medical  orders. 

Painting , Drawing , Photographic  Department. 

This  department  is  under  the  control  of  Mr.  Bird,  tire 
distinguished  artist,  who  is  assisted  in  photography  by 


Mr.  Lewis.  Here  not  only  photographs  and  drawings  of 
cases  duriug  the  various  stages  of  treatment  and  splints 
used  are  made,  but  actual  paintings  in  natural  colour 
whenever  the  surgeon  thinks  it  necessary.  In  this  way 
caii  be  kept  complete  records  of  operation  cases,  which  are 
especially  valuable  in  demonstration  for  teaching  purposes. 

X Rags. 

This  department  is  fully  equipped  with  all  the  latest 
methods  for  x-ray  photography  under  the  supervision  of 
Captain  Keys-Wells,  R.A.M.C.,  who  attends  the  hospital 
daily. 

Plaster  Department. 

This  is  under  the  charge  of  Sister  Hurcli,  formerly  of 
St.  Bartholomew’s  Hospital,  who  has,  as  chief  assistant. 
Private  Wilde.  Casts  are  made  of  all  deformities  admitted 
and  permanent  records  can  be  kept  of  cases  before  and 
after  operation.  In  addition  to  plaster  jackets  for  support 
and  plaster  splints,  casts  are  made  of  limbs  and  other 
parts  on  which  splints,  both  leather  and  steel,  are  moulded 
so  as  to  ensure  accurate  fitting  when  finished. 

Artificial  Limbs. 

In  association  with  the  question  of  military  orthopaedics 
it  is  important  to  remember  that  at  Roehampton  Hospital 
for  Limbless  Soldiers  all  cases  of  amputation  are  being 
provided  with  suitable  artificial  limbs  at  the  expense  of 
the  State. 

I am  largely  indebted  for  information  relating  to  the 
Shepherd’s  Bush  Hospital  to  the  courtesy  and  assistance  of 
Major  Jenkins,  R.A.M.C.,  Officer  in  Charge,  Captain  Hill, 
R.A.M.C.,  Registrar,  and  Mr.  Poate,  Director  of  Workshops. 

The  medical  staff  is  to  be  congratulated  in  having  con- 
verted within  a week  what  was  formerly  an  infirmary  into 
a modern  orthopaedic  hospital. 
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ARTIFICIAL  LIMBS. 


A few  words  may  be  added  to  the  last  paragraph  of  Dr. 
Colin  Mackenzie’s  article  to  explain  the  organization 
brought  into  existence  for  providing  men  who  have  under- 
gone amputation  with  artificial  limbs.  After  the  com- 
pletion of  his  treatment  in  a general  military  hospital 
such  a man  often  requires  special  treatment  for  some 
condition  of  the  stump  which  prevents  the  immediate 
adjustment  of  an  artificial  limb ; among  such  conditions 
are  persistent  sinuses,  bulbous  nerve  ends,  adhesions 
limiting  free  movements  of  a joint,  and  flexion  of  a joint 

!by  contraction  of  scar  tissue ; in  some  other  cases  re- 
amputation is  necessary  in  order  to  obtain  a suitable 
stump.  Such  men  are  sent  to  the  Pavilion  Military  Hos- 
pital, Brighton  ; the  Alder  Hey  Auxiliary  Hospital,  Liver- 
pool ; the  Scottish  Red  Cross  Hospital,  Bellaliouston, 
Glasgow ; the  Edinburgh  War  Hospital,  Bangour ; or  the 
Welsh  Metropolitan  War  Hospital,  Whitchurch,  near 
Cardiff.  After  the  completion  of  their  treatment  in  these 
intermediate  hospitals  they  are  sent  to  be  fitted  with  the 
artificial  limb  to  special  hospitals — Queen  Mary’s  Hospital, 
Roehampton,  near  London ; Erskine  House,  Glasgow ; 
Edenhall  Hostel,  Kelso  ; the  Prince  of  Wales  Hospital  at 
Cardiff;  the  Ulster  Volunteer  Force  Hospital,  Belfast ; or 
the  Duke  of  Connaught’s  Hospital  at  Bray,  co.  Wicklow. 
Other  hospitals  for  the  same  purpose  are  being  established 
at  Leeds,  Manchester,  and  Liverpool. 

For  the  most  part  all  artificial  limbs  are  made  in  work- 
shops attached  to  these  hospitals,  and  the  man,  before 


being  discharged,  is  practised  in  their  use  and  any  defects 
discovered  adjusted.  It  is  intended  that  these  hospitals, 
or  some  of  them,  shall  be  permanent  institutions  to 
which  men  can  at  any  time  return  for  the  repair  or 
refitting  of  their  artificial  limbs.  Steps  are  being 
taken  for  the  standardization  of  artificial  limbs,  and 
the  branch  of  the  Ministry  of  Pensions  concerned  with 
their  supply  and  renewal  has  formed  a collection  at 
the  Royal  Hospital,  Chelsea. 


AMPUTATIONS  OF  THE  UPPER  LIMB. 

Many  trades  are  open  to  a man  who  has  lost  a lower 
limb  or  even  both,  but  the  choice  of  a man  who  has  lost 
an  arm  is  more  limited,  and  if  he  desires  to  engage 
in  manual  labour,  such  as  agricultural  or  mining,  lie 
needs  a prosthetic  appliance  which  will  stand  rough 
work. 

An  appliance  for  amputation  through  the  forearm  which 
is  considered  by  experts  to  be  one  of  the  best  and  most 
practical  yet  devised  for  such  men  is  the  invention  of 
Mr.  Thomas  Williams,  who,  when  working  in  a Welsh 
mine  forty  years  ago,  met  with  an  injury  for  which  he  had 
to  undergo  amputation  of  the  right  forearm  four  inches 
below  the  tip  of  the  olecranon  process.  After  many 
experiments  he  made  a hook  arm  for  himself,  wdiicli  has 
enabled  him  to  earn  his  living  as  a collier,  a mechanic,  and 
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in  other  ways.  The  construction  of  the  limb  is  illustrated 
in  the  diagram,  which  is  taken  from  the  patent  specifica- 
tion. The  forearm,  a,  is  made  in  one  piece  of  stout  or  stiff 
leather,  and  the  casing  for  the  upper  arm  is  formed 
in  two  pieces,  b,  c,  of  soft  or 
pliable  leather  attached  to  the 
forearm.  These  pieces  are  eye- 
letted  and  laced  together,  so  as 
to  clasp  the  upper  arm,  soft 
tongues,  d,  e,  being  provided 
under  the  laces,  f,  if  desired. 

This  arrangement,  besides  giving 
more  comfort,  renders  it  possible 
in  most  cases  for  the  wearer  to 
attach  the  appliance  in  position 
without  assistance.  Within  the 
wrist  of  the  forearm  casing  is  a 
block  (g,  Fig.  2)  of  wood  or  other 
suitable  material,  over  the  outer 
part  of  which  is  firmly  fitted  and 
secured  a dome-shaped  metal  cap 
or  holder,  h,  having  a central 
hole  or  socket,  j,  screw-threaded 
internally.  A correspondingly 
threaded  plug,  K,  provided  with 
an  outer  flange,  l,  is  adapted  to 
screw  into  this  socket.  This 
plug  is  centrally  bored  so  that 
the  shank,  m,  of  the  C-sliaped 
hook  can  freely  pass  there- 
through. The  part  of  the  bore 
nearest  to  the  arm  has  an  en- 
larged part,  n,  similar  to  a 
stuffing-box,  to  receive  a spring,  o,  which  is  coiled  around 
the  end  of  the  shank  when  placed  therein.  This  spring  is 
compressed  between  abutments  formed  by  the  shoulder,  p, 
in  the  plug,  and  a nut  or  cap,  Q,  which  is  screwed  on  to 
the  end  of  the  shank,  and  is  small  enough  to  enter  the 
space  n.  The  plug,  k,  is  then  screwed  into  the 


socket,  j,  until  the  flange,  l,  meets  its  seating,  r,  and 
the  appliance  is  ready  for  use.  The  hook,  with  its 
shank,  m,  is  free  to  revolve  axially , in  the  plug,  k, 
after  the  latter  is  screwed  home,  but  is  prevented  from 

doing  so  too  freely  owing  to  the 
friction  on  the  ends  of  the  spring 
and  between  the  base  of  the  hook 
£ j and  its  abutment,  s.  When  a 
sudden  pull  comes  upon  the  hook, 
the  spring  is  further  compressed 
aud  lessens  the  jar.  Dr.  W.  L. 
Griffiths  of  Swansea,  in  demon- 
strating this  appliance  to  a local 
meeting  of  the  British  Medical 
Association,  said  that  the  chief 
points  of  interest  were  the  shape 
and  action  of  the  hook  and  the 
mode  of  attachment  to  the 
stump.  The  hook  was  con- 
venient for  using  tools,  for 
lifting,  and  for  pushing.  The 
attachment  of  the  artificial  limb 
by  means  of  soft  leather  flaps 
laced  round  the  upper  arm,  taking 
their  grip  above  the  condyles 
of  the  humerus,  allowed  free 
movement  of  the  elbow-joint. 
The  experience  of  the  inventor, 
who  has  been  using  the  arm 
for  forty  years,  showed  that 
there  was  no  risk  of  pressure 
sores;  the  skin  was  freely  mov- 
able over  the  deeper  tissues, 
and  it  was  not  appreciably  thickened.  Mr.  Williams  could 
use  a pick  and  shovel,  could  lift  a weight  of  56  lb.,  could 
swing  a 14  lb.  sledge  hammer,  could  use  a scythe,  could 
plough,  could  pitch  hay,  and  do  any  other  work  of  an 
agricultural  labourer,  and  could  work  as  a collier,  a 
mechanic,  and  a carpenter. 


A Table  for  Armless  Soldiers. 


The  condition  of  a man  who  has  undergone  amputation  of 
both  upper  limbs  is  still  more  unfortunate  than  that  of  one 
who  has  suffered  amputation  of  both  lower  limbs.  At  the 
hospitals  for  limbless  men  many  ingenious  devices  have 
been  tested,  and  much  has  been  done  towards  the  stan- 
dardization and  simplification  of  prosthetic  appliances  for 


Inventions  Department  of  the  Ministry  of  Munitions.  It 
will  enable  the  man  to  occupy  himself  during  the  absence 
of  his  attendant,  and  as  he  gains  the  necessary  dexterity  it 
should  be  possible  for  him  to  feed  himself,  perform  various 
operations,  aud  write.  Fig.  1 is  a front  view  of  the  table, 
and  Fig.  2 a sectional  view  showing  the  arrangement  of 


the  upper  limb  A table  for  the  man  in  the  unhappy 
position  of  having  undergone  amputation  of  both  upper 
limbs,  leaving  stumps  too  short  for  the  fitting  of  a satis- 
factory arm  of  the  usual  type,  designed  by  Mr.  C.  A. 
Sheehan,  has  recently  been  approved  by  the  Munitions 


the  turntable  with  its  ball  bearings  and  central  leg,  and  of 
the  sliding  platform  with  its  actuating  lever.  Fig.  3 is  a 
plan  view  of  the  complete  table.  Figs.  4,  5,  and  6 show 
details.  The  appliance  is  operated  chiefly  by  the  use  of  the 
legs  and  feet,  with  the  occasional  assistance  of  the  head. 


A TABLE  FOR  ARMLESS  SOLDIERS. 
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The  operator  sits  in  front  of  the  tabic  with  the  mechanical 
arm  a before  him,  and  is  thus  able  to  move  the  sliding 
platform  b by^nsans  of  the  lever  e,  and  the  turntable  c by 
means  of  the  leg  f,  so  as  to  bring  objects  on  them  within 
reach  of  the  tongs,  d,  of  the  arm.  The  turntable  c rests  on 
ball  bearings,  s,  and  can  thus  rotate  and  also  move  slightly 
in  a linear  direction  in  the  plane  of  the  table.  The  tongs 
are  controlled  and  the  arm  moved  by  the  ball  of  the 
operator’s  foot,  which  is  placed  in  one  of  the  shoes  G,  or 
g2;  pressure  on  the  shoe  g>  opens  the  tongs  (which  are 


tion.  An  article  gripped  in  the  jaws  can  thus  be  raised 
even  to  the  top  of  the  head  of  the  operator.  The  ball  and 
socket  joint  h,  together  with  the  arm  a,  can  be  moved 
slightly  relatively  to  the  table  along  a slide.  Vessels 
and  cutlery  for  use  with  the  table  require  to  be  specially 
shaped  or  adapted  in  order  that  they  may  be  firmly 
gripped  by  the  tongs ; for  example,  the  cup  (Fig.  5)  is  a 
conical  vessel,  and  is  gripped  close  to  the  bottom  flange, 
and  the  knife  j (Fig.  6)  is  held  by  the  rubber-faced  attach- 
ment k.  A sheet  metal  attachment,  r,  is  provided  on  the 


normally  held  closed  by  a spring  m and  a weight  n)  by 
means  of  a flexible  wire,  o,  passing  over  guide  pulleys. 
On  releasing  the  pressure  on  the  shoe  g2  the  sliding 
weight  n falls  and  closes  the  tong  jaws  with  sufficient  grip 
for  most  purposes  without  any  force  being  exerted  by  the 
operator.  If,  however,  a specially  strong  grip  is  required, 
it  is  obtained  by  pressure  on  the  shoe  Gj,  which  forcibly 
closes  the  jaws  by  means  of  a flexible  wire  connexion,  p, 
fixed  to  the  weight  n.  The  arm,  which  is  a rigid,  inverted 
L-shaped  member,  is  universally  suspended  by  a ball  and 
socket  joint  h,  so  that  by  appropriate  motions  of  the  foot 
the  arm  can  be  twisted  or  raised  in  practically  any  direc- 


arm  a for  turning  over  the  pages  of  a book,  and  for  dealing 
with  sheets  of  paper,  and  a shaped  attachment,  t,  for  a 
cigarette,  etc.,  is  provided.  Fig.  4 shows  a writing  easel. 
The  writing-pad  is  laid  on  the  front  face  after  having  been 
folded  round  a wire  frame,  projections  of  which  rest  in 
the  notches  of  the  plates,  so  that  the  frame  can  be  pushed 
up  notch  by  notch  as  each  line  of  writing  is  completed ; 
the  easel  is  hinged  at  the  bottom  and  supported  by  a saw- 
toothed bar  resting  on  a curved  spring.  Under  the  pressure 
of  the  pencil,  which  is  held  in  the  tongs,  the  easel  yields 
slightly,  and  this  movement  facilitates  the  formation  of 
the  upstrokes  necessary  in  writing. 


CHAPTER  IX. 


THE  INVESTIGATION  OF  THE  SIGNIFICANCE  OF  DISORDERS  AND 
DISEASES  OF  THE  HEART  IN  SOLDIERS. 

by 

Sir  T.  CLIFFORD  ALLBUTT,  K.C.B.,  M.D.,  F.R.S., 

REGIUS  l’ROFESSOR  OF  PHYSIC  IN  THE  UNIVERSITY  OF  CAMBRIDGE;  PRESIDENT  OF  THE  BRITISH  MEDICAL  ASSOCIATION. 


Dr.  Lewis's  Report  on  the  work  done  at  Mount  Vernon 
on  Disorders  of  the  Heart 1 as  seen  in  the  soldier  is  so 
careful  and  complete  that  there  is  little,  at  present,  to  add 
to  it,  and  the  comments  I am  requested  to  make  upon  it 
can  be  but  few. 

One  main  result  of  the  investigation  is  to  strengthen  the 
opinion  which,  before  these  researches  were  established, 
was  gaining  ground — namely,  that  “heart  strain,”  a phrase 
a few  years  ago  in  common  use  and  application,  is  a rare 
event.  In  the  article  on  Stress  on  the  Heart  in  Allbutt  and 
Kolleston’s  System  of  Medicine,  an  article  which  expressed 
the  opinions  at  that  time  of  Roy,  Michell,  and  myself,  we 
likewise  had  affirmed  that  “ for  one  case  of  disability  due 
to  strain,  or  even  of  sharp  overstress,  there  are  fifty  of 
secondary  and  incidental  derangement.”  And  again  : “ As 
the  animal  mechanism  attained  many  wider  and  more 
various  powers  of  survival  yet  scarcely  even  a momentary 
independence  of  the  heart,  this  organ  must  itself  have 
attained  to  an  enormous  endurance,  and  resources  almost 
illimitable.”  But  in  the  same  essay,  under  “ Infections,” 
I said  that  “ stresses  upon  hearts  under  this  detri- 
ment result  only  too  often  in  (heart)  strain  ...” 
“experience  inclines  me  more  and  more  to  refer  cases  of 
heart  strain  to  this  category”;  and  I quoted  Dr.  Arthur 
Lambert  of  Harrow  who  “ regarded  (in  1904)  the  specific 
fevers  as  the  determinant  of  heart  strain  in  schoolboys; 
anaemia,  general  debility  and  lack  of  training  being 
subordinate  causes.  Up  to  1903,”  he  added,  “ I was  able 
to  collect  a number  of  cases  of  ‘heart  strain,’  and  during 
those  years  influenza  was  always  with  us.  After  1904 
we  saw  very  little  of  heart  strain.”  With  acute  cardiac 
dilatation  after  such  obvious  infections  as  of  scarlet  fever 
and  diphtheria  we  are  all  familiar,  and  in  the  article  from 
which  I am  now  quoting  I stated  that  even  a “ bad  cold  ” 
might  have  some  such  consequence,  if  during  the  brunt  of 
it  excessive  exercise  were  undertaken. 

It  was  in  1903,  when  de  la  Camp’s  paper  - came  into  our 
hands — a paper  in  which  the  author  reported,  rather  to 
our  surprise,  that  the  heart,  far  from  expanding  during 
muscular  effort,  diminished  in  mean  diameter — that,  infec- 
tion apart,  we  began  to  take  a different  view  of  cardiac 
conditions  under  effort;  that,  instead  of  working  under 
dilating  stresses,  the  heart  under  exertion  is  normally 
smaller.  Yet  had  we  considered  cardiac  physics  more 
intimately,  we  need  not  have  been  surprised.  It  is  true 
that  in  exercise  beyond  the  capacity  of  the  myocardium 
the  blood  is  heaped  up  in  and  near  the  right  heart  at  the 
gates  of  the  lungs ; and  this  the  more  when  the  individual 
is  imperfectly  trained,  or  is  becoming  stale.  But  as  rate 
and  velocity  increase,  and  the  periphery  expands,  the 
output  per  beat  must  be  less;  and  therewith  the  cardiac 
diameter.  Furthermore,  as  the  heart  has  its  own  blood 
supply,  blood  runs  round  the  heart  many  times  for  once 
round  the  systemic  area. 

The  heaping  up  of  the  blood  in  the  right  heart  and  veins 
is  heavier,  and  tarries  longer,  in  the  untrained.  Training 
is  something  far  more  than  dietetics  and  muscular  exer- 
cise; in  the  circulatory  concert  it  means  a development  of 
the  thorax,  an  unfolding  of  the  lungs,  and  a swifter  inter- 
play of  vascular,  nervous  and  chemical  responses. 

In  former  papers  I have  described  how  in  'the  first  few 
minutes  of  increased  effort — for  example  on  starting  to 
climb  a steep  hill — the  arterial  tree,  as  represented  by  its 
radial  branch,  opens  out,  not  gradually  but  suddenly ; and 
the  better  the  training  the  sooner  this  expansive  readapta- 
tion takes  place.  Under  this  change — this  great  reduction 
of  friction — it  is  intelligible  that  the  diameter  of  the  left 
ventricle  should  diminish,  or  the  chamber  empty  itself 
more  completely.  But  in  a man  growing  stale  under 
training  the  vasomotor  mechanism  loses  its  tone,  and  its 
responses  arc  enfeebled.  There  is  no  better  test  of  the 
‘fitness  ” of  an  athlete  than  to  draw  the  fin  nor- tin  sharnlv 


down  his  cheek,  when,  if  he  be  “stale,”  the  red  line  will 
be  strong  and  persistent.  In  many  cases  of  “ D.A.H.”  at 
Mount  Vernon  this  loss  of  vasomotor  tone  is  conspicuous 
The  hand  when  hung  downward  turns  a duskier  blue, 
and  its  vessels  empty  when  it  is  held  above  the  head.  If 
the  finger  be  pressed  upon  such  a hand  and  removed  the  i 
white  patch  is  long  in  recovering  its  colour. 

But  the  researches  of  Dr.  Lewis  and  Mr.  Barcroft  at 
Mount  Vernon  raise  quite  a new  and  a very  interesting  ! 
problem  : setting  aside  for  the  while  poisoning  of  the 
myocardium,  may  incidental  infections  produce  any  other 
effects  in  which  the  heart  is  concerned  ? The  answer 
appears  to  be  in  the  affirmative.  These  researches  (p.  19) 
seem  to  discover  a new  disease,  or  rather  to  discrimi- 
nate more  exactly  the  features  and  nature  of  a disease  less 
clearly  apprehended  already,  by  Da  Costa  and  others,  as 
“ soldier’s  heart  ” ; or  by  those  of  us  who  have  written 
upon  “neurasthenia”  as  “cardiac  neurasthenia.”  The 
disease  is  one  which  is  not  uncommon  in  the  civil  popula- 
tion; but  under  the  stress  of  the  soldier’s  training,  and 
amongst  the  aggregations  of  men  in  modern  armies,  it  is 
more  conspicuous  and  inconvenient.  It  is  of  the  kind  of 
diseases  known  to  our  fathers  as  “ morbi  sine  materia" — a 
disease  without  a lesion.  “ Disease  ” is  a clinical  not  a 
pathological  term,  and  consists  in  a series  of  symptoms 
recurring  with  a fair  uniformity.  At  Mount  Vernon  I 
have  been  much  impressed  by  the  uniformity  of  the  series 
now  chiefly  under  consideration.  It  consists  in  the  main 
of  the  following  terms  or  symptoms: — submammary  pain, 
palpitation  and  quickened  pulse,  shortness  of  breath  on 
exertion,  tremor,  exhaustion,  “ dizziness,”  and  certain 
vasomotor  phenomena.  This  group  of  symptoms  is  too 
uniform  to  be  fictitious  or  fantastic. 

Now  it  will  be  seen  from  the  Report  that  in  these  cases 
— in  this  disease — although  not  rarely  an  infection  takes 
some  place  in  the  history,  the  heart  is  mechanically  un- 
altered. I am  glad  to  add  my  testimony  to  the  great  care 
and  precision  with  which  these  mechanical  appreciations 
were  carried  out  ; the  orthodiagrapliic  observations  of 
Major  Meakins  and  his  colleagues  being  especially  diligent 
and  valuable. 

The  outcome  so  far  then  is  that  the  fretful  heart, 
known  as  the  “ soldier’s  heart,”  is  not  cardiac  strain;  and, 
whatever  the  explanation  may  be,  for  this  I refer  to  the 
Report,  there  is  this  gain  to  nosology — that  although,  in 
the  past,  heart  strain  and  what  for  temporary  conveni- 
ence I may  call  still  “ soldier’s  heart  ” have  been  con- 
fused, and  even  classed  together,  this  disorder  and  that 
are  now  made  separate  and  distinct.  For  “ soldier’s  heart" 
we  need  a better  name,  and,  if  it  is  to  be  Greek,  I have 
suggested  ponopalinosis,  a compound  word  which  means 
palpitation  on  effort.  Therefore,  with  a few  chance  excep- 
tions, from  the  Mount  Vernon  category  “ heart  strain  ” is 
dismissed. 

Now  by  this  selection  I do  not  mean  that  heart  strain  i 
does  not  occur ; but  that  it  is  generally  a result  of  some  in- 
fection, is  relatively  infrequent,  and  does  not  constitute 
the  bulk  of  the  cases  invalided  from  the  army  as“  D.A.H." 
i. see  Report,  p.  54  f.).  With  the  gradual  and  inevitable 
deterioration  of  the  myocardium  after  maturity  — say  in 
man  from  the  age  of  35  to  40  onwards — I have  not 
now  to  deal.  I have  discussed  this  grave  question  in 
my  Diseases  of  Arteries .8  At  Mount  Vernon  nearly  all 
the  patients^  are  under  this  period  of  life.  This  is  one,  ( 
and  the  first  in  importance,  of  the  principles  obtained 
under  Dr.  Lewis’s  research  and  direction.  In  the  article 
referred  to  in  the  System  on  Overstress  of  the  Heart  j 
the  two  classes  of  cardiac  disorder  were  more  or 
less  confused  ; the  cases  which  Roy  and  I and  Michell  j 
studied  were,  many  of  them,  it  is  true,  cases  of  actual 
heart  strain ; but  effects  for  the  most  part,  if  not  in  all 
instances,  broucht  about  under  the  influence  of  some 
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infection.  Moreover,  in  them  the  heart,  the  right  side  of 
the  heart  usually,  was  definitely  dilated  and  the  valves  for 
a while  often  incompetent.  In  “ D.A.H.  ” the  form  of  the 
heart  is  unaltered  and  the  dyspnoea  seems  not  to  depend 
directly  upon  the  heart. 

Here  however  I would  venture  on  some  demur  to  the 
disrespect  with  which  certain  cardiac  murmurs  have  been 
treated  by  Sir  James  Mackenzie — to  whose  researches  we 
are  all  so  deeply  indebted — and  by  his  disciples.  This  is  an 
extreme  reaction  against  the  obsequious  regard  for  these 
signals  which  not  unnaturally  prevailed  in  the  generations 
immediately  after  Laennec.  It  is  true  that  in  concluding 
■“that  the  presence  or  absence  of  murmurs  (wherever  they 
may  be  audible)  is  of  no  value  in  estimating  the  soldier’s 
capacity  for  work”  Dr.  Lewis  premises  that  he  concerns 
himself  only  with  the  capacity  of  a man  for  military 
service  for  a subsequent  period  of  undefined  duration. 
This  I agree  is  true ; under  my  care  at  this  moment  is  a 
man,  aged  32,  suffering  from  mitral  regurgitation,  now  to 
the  degree  of  large  dropsy  and  dyspnoea,  and  in  a con- 
dition beyond  substantial  remedy.  He  had  rheumatic 
fever  at  the  age  of  6,  and  was  then  told  that  his  heart  was 
affected.  But  thereafter  nevertheless  for  some  twenty 
years  or  more  he  had  been  at  work  as  a labourer.  Last 
year  I had  a similar  case  in  a man  who,  after  rheumatic 
fever,  with  damage  to  the  mitral  valve  reported  at  that 
time,  had  notwithstanding  been  occupied  since  as  a coal- 
heaver  for  sixteen  years ; and  for  the  while  with  impunity. 
Of  such  cases  I think  we  must  admit  that  though  for  many 
years  the  mitral  regurgitant  murmur  had  not  indicated 
immediate  physical  incapacity,  yet  it  did  indicate  cardiac 
disease,  and  sooner  or  later  cardiac  failure.  That  out  of 
such  a man  the  State  may  nevertheless  get  a few  years’ 
work,  is  a decision  which  at  Mount  Vernon  we  may  very 
properly  make  without  cynicism ; as  Dr.  Lewis  says,  at 
Mount  Vernon  our  business  is  only  with  capacity  for 
farther  service;  still,  as  he  admits,  the  diagnosis,  or  pro- 
gnosis, is  “open  to  criticism  on  academic  lines”; — that 
is  to  say,  from  the  patient’s  point  of  view  ? And  not  the 
diagnosis  only  but  also  the  rule  of  life. 

Here  may  I remark  that  the  phrase  “ back  pressure,”  in 
common  use  even  by  expert  writers  on  affections  of  the 
heart,  is  to  me  unintelligible.  Surely  by  an  increase  of 
resistance  in  front  the  blood  pressures  must  be  raised  in 
the  whole  area  concerned  ; and  equal  in  all  directions,  fore 
back  and  lateral.  To  students  at  any  rate,  not  to  mention 
some  of  their  seniors,  this  fallacious  phrase  suggests  that 
the  blood  stream  is  reversed ! In  the  generation  of  many 
a loud  murmur  the  regurgitant  wave,  in  the  strict  sense  of 
the  word,  may  be  very  small ; possibly  none,  as  a fluid 
vein  and  turbulent  collisions  of  the  particles  of  the  blood 
may  be  caused  by  changes  in  the  relative  diameters  of  the 
chambers  only.  Or  again,  like  a stream  from  a tap  which 
when  turned  slightly  on  may  be  noisy,  but  when  “ full  on  ” 
almost  inaudible,  so  the  slenderest  thread  of  regurgitation 
may  make  a loud  murmur.  Constancy  in  the  degree  and 
quality  of  a murmur,  as  it  suggests  stability  of  structure 
and  compensation  is  therefore,  on  the  face  of  it,  a good  sign. 
In  all  cases  of  definite  systolic  murmur  at  the  apex  I 
believe  there  is  regurgitation,  whether  the  condition  be 
temporary  or  permanent.  I see  no  other  explanation  of 
the  change  of  linear  into  turbulent  motion. 

In  the  class  of  cases  we  are  considering,  functional 
“murmurs” — that  is  murmurs  dependent  upon  transitory 
causes — are  very  common  ; and  I think  we  are  bound  not  to 
ignore  them  but  to  do  our  best  to  analyse  them  and  dis- 
criminate between  them.  This  I think  is  not  so  difficult  a 
task  as  it  is  often  said  to  be.  On  the  one  hand  in  the 
“soldier's  heart,”  as  Dr.  Levy  pointed  out  to  me,  a 
systolic  murmur  having  its  chief  seat  along  the  left  costal 
arch  is  very  frequent ; one  would  guess  it  to  be  but  a whiff 
of  air  expelled  at  each  jerky  heart  stroke  from  the  lappet 
of  lung.  So  again  in  the  healthiest  young  man  we  may 
hear  a systolic  murmur  over  the  area  of  the  pulmonary 
artery ; by  this  idle  noise,  although  usually  due  merely  to 
a slight  impingement  of  the  vessel  upon  the  wall  of  the 
chest,  and  of  no  importance,  many  a lad  has  been  kept 
out  of  the  football  field.  Let  us  first  eliminate  all  these 
insignificant  noises  from  the  list,  and  then  on  the  other 
hand  concentrate  our  more  serious  attention  upon  murmurs 
dependent  on  altered  mechanical  states  of  the  heart; 
though,  as  even  these  are  often  transitory,  a farther  sub- 
division is  necessary. 

And  for  the  present  let  us  leave  out  of  reckoning 


murmurs  about  the  base  of  the  heart,  and  direct  our  atten- 
tion to  those  referable  to  the  mitral  and  tricuspid  areas. 
Even  when  these  are  transitory,  as  for  example  during 
convalescence  from  an  infection,  it  seems  certain  that  when 
systolic  they  signify  valvular  disorder ; the  valve,  or  more 
probably,  in  transitory  cases,  its  bed,  is  awry ; and  the 
patient,  so  long  as  the  murmur  remains,  should  be  treated 
on  this  assumption.  For  a murmur  signifies  the  existence 
of  an  abnormal  fluid  vein,  and  an  abnormal  fluid  vein 
means  abnormal  friction,  and  friction  is  a waste  of  energy. 
A young,  vigorous,  and  normal  heart,  with  some  re- 
adjustment, may  afford  to  waste  this  energy — for  a while; 
but  a perpetual  waste,  in  an  organ  whose  reserve  is  so 
precious,  cannot  go  on  without  ultimate  harm.  It  is  a 
handicap,  and  the  efforts  cast  upon  such  a heart  should 
not  be  immoderate. 

In  looking  back  upon  many  years  of  practice  I recall 
very  vividly,  in  respect  of  the  present  subject,  the 
subsequent  lives  of  many  a patient  in  whom  a 
mitral  regurgitant  murmur  was  for  years  the  precursor  of 
subsequent  cardiac  incapacity  and  ultimate  failure.  For 
the  change  from  linear  to  vortex  motion  meant  a fall  in 
velocity,  save  in  so  far  as  the  muscular  structure  of  the  heart 
at  the  part  was  buttressed.  For  many  a year  perhaps 
a young  or  comparatively  young  heart,  out  of  its  abundant 
stores,  can  meet  excessive  demands,  and  build  itself  up  at 
threatened  points ; but  if  the  interval  is  often  a long  one 
the  event  is  none  the  less  manifest.  The  murmur  in  crucial 
cases  has  been  discovered  accidentally  ; as  for  example 
in  an  examination  for  some  temporary  disorder,  or  for 
life  insurance ; though  cardiac  incapacity  may  not  have 
ensued  for  years  afterwards.  After  an  uncertain  period 
however  the  heart  begins  to  enlarge,  and  the  patient  to 
feel  a little  transient  dyspnoea  on  unusual  effort;  this 
symptom  increases,  and  the  heart  begins  to  make  itself 
felt;  yet  even  thus  the  patient  may  live  still  for  a few 
more  years,  and  under  due  precautions  do  not  a little 
work  of  a sedentary  kind.  It  is  then  that  effort  tests  may 
betray  myocardial  default,  but  the  patient  has  then 
entered  not  upon  his  disease  but  upon  the  last  stage  of  it. 
Then  nocturnal  dyspnoea  will  appear,  the  ankles  puff  up, 
and  other  symptoms  of  the  final  phase  of  the  malady 
accumulate.  Perhaps  after  this  lapse  of  time  I may 
refer  to  the  first  case  of  this  kind  of  which  I had  any 
knowledge — that  of  my  old  master  and  friend  Bence  Jones. 
He  bought  a flexible  stethoscope,  then  a novelty,  and  tested 
it  first  upon  himself  ; unhappily  a mitral  regurgitant 
murmur  made  itself  heard,  and  although  this  distinguished 
man  lived  on  without  suffering  for  a while,  and  in  his 
impulsive  way  would  still  forget  himself  so  far  as  to  fly 
up  the  staircase  at  St.  George’s  two  steps  at  a time,  yet 
gradually  the  increasing  friction  in  the  blood,  and  the 
consequent  fall  of  velocity,  made  themselves  felt,  and 
brought  about  his  premature  death.  Scores  of  such  cases 
arise  in  my  mind  as  I turn  my  eyes  to  the  past ; some  of 
mitral  regurgitation  consequent  upon  an  infection,  some 
upon  slow  athero-sclerosis  of  the  valve,  and  so  forth.  For, 

I repeat,  an  endocardial  murmur  means  a fluid  vein,  an 
eddy;  and  an  eddy  means  friction  and  a disturbance  of 
linear  motion ; these,  unless  in  some  indifferent  area,  mean 
sooner  or  later  a breakdown  of  the  machine. 

On  one  other  point  I would  spend  a few  words — namely, 
on  latent  mitral  stenosis.  In  consultation  the  question 
often  arises  whether  or  no  in  a particular  case  there  is  a 
murmur  at  the  apex.  “ Murmurish,”  says  one ; another 
that  the  first  sound  is  prolonged ; another  that  the  first 
sound  is  reduplicated,  but  no  murmur.  No  “ murmur,”  it  is 
true ; the  added  sound  may  not  be  murmuring  nor  whisper- 
ing, but  an  addition  to,  or  a hitch  on  the  ordinary  first  sound. 
The  first  sound  may  seem  divided,  with  a notch  as  it  were, 
in  the  middle  of  it.  Now  the  addition  may  be  before  or 
after  the  true  first  sound  ; in  the  latter  case,  sooner  or 
later  it  murmurs  more  definitely,  and  betrays  a mitral 
regurgitation.  With  this  I am  not  now  concerned  ; in  the 
former  case  it  is  a sign  of  a mitral  stenosis,  slight  in 
degree  and  “ compensated.”  Now  in  this  case  a thrill 
— short  perhaps,  and  narrow  in  area,  but  unequivocal — 
may,  if  carefully  sought  for,  be  detected.  But  in  the  absence 
of  cardiac  deformation,  of  definite  murmur,  and  of  proper 
symptoms,  this  thrill  may  not  be  looked  for.  These  latent 
cases  turn  up  in  practice,  civil  or  military,  and,  if  not 
readily  picked  out,  may  be  reckoned  among  “ our  failures.” 

As  au  illustrative  example  of  latent  mitral  stenosis  I 
may  take  the  case  of  Mr.  B.,  a patient  of  Dr.  Johnson  of 
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Cambridge  whom  I had  seen  some  years  before  for  neur- 
asthenia with  irritable  heart,  to  which  he  was,  and  still  is, 
liable.  Dr.  Johnson  sent  him  to  me,  in  respect  of  a call  to 
military  service,  with  a note  of  a faint  and  variable  pre- 
systolic  murmur.  He  had  had  rheumatic  fever  but  with 
no  record  of  cardiac  affection.  The  first  sound  was  short 
and  snappy,  but  his  heart  had  always  been  irritable,  and 
on  this  visit  I could  not  hear  any  murmur  unless  it  were, 
for  a beat  or  two  after  putting  him  through  some  exercises, 
a very  fleeting  presystolic  sound — so  fleeting  as  to  be  hard 
to  define  or  record.  The  heart’s  dimensions  were  to  per- 
cussion normal.  While  murmur  hunting  I forgot  till  the 
last  moment  to  feel  for  a thrill;  but  then  I found  a short 
apex  thrill  clearly  perceptible,  and  presystolic  in  time. 
Some  ten  days  later  I examined  him  again,  and  on  this 
occasion  a presystolic  murmur  was  audible,  brief  and  soft 
but  decisive.  Oddly  enough,  now  the  thrill  had  vanished; 
again  and  again  I tried  to  find  it  but  in  vain.  So  capricious 
is  this  disease  in  its  physical  signs,  and  so  elusive  are  its 
signs,  in  respect  of  military  service  or  of  life  insurance.  I 
am  not  as  yet  ready  to  accept  a definite  distribution  of 
stenosis  murmurs  into  early,  middle,  and  late.  Again,  a 
young  friend  of  mine,  very  active  both  in  mind  and  body, 
and  anxious  to  serve  in  the  army,  has  been  rejected  on 
two  occasions  for  “soldier’s  heart.”  He  has  a slight  addi- 
tion to  the  short  first  sound  and  a short  presystolic  thrill. 
He  has  never  had  rheumatic  fever  nor  other  illness. 

We  have  had  a complicated  illustration  of  this  phase  in 
the  Mount  Vernon  Hospital.  With  Dr.  Wilson  and  another 
colleague  I examined  a man  with  the  obvious  signs  of 
aortic  regurgitation.  The  question  arose  whether  or  no 
a divided  first  sound,  audible  at  the  apex  only,  signified 
a reduplication  of  the  first  sound.  This  it  scarcely  seemed 
to  be ; the  taps  were  too  close  and  the  first  one  too  light 
and  brief;  but  I thought  I recognized  in  it  such  a split  in 


the  first  sound  as  1 have  described.  The  carotid  beat 
being,  as  usual  in  such  cases,  only  too  definite,  we  were 
able  to  conclude  that  the  first  tap  of  the  duplex  sound 
was  presystolic.  Following  this  up  we  detected  a pre- 
systolic thrill,  short  and  light  but  quite  distinct. 

A thrill  must  be  very  carefully  placed  aud  timed,  for  in 
many  of  these  irritable  hearts  a systolic  thrill  can  bo  felt; 
perhaps  in  most  of  them  if  some  effort  be  made  just  before 
examination.  It  is  short  but  often  very  distinct  to  the 
touch.  It  is  not  felt  about  the  base  of  the  heart,  and  is 
therefore  not  due  to  a slack  aorta.  How  the  thrill  is 
generated  it  is  not  easy  to  say.  Very  often  in  these  cases 
a systolic  murmur  at  the  apex  is  recorded,  an  alteration  of 
the  first  sound,  more  like  a prolongation  of  it  with  some 
change  of  quality  than  like  a definite  murmur  of  mitral 
regurgitation.  To  suggest  the  cause  of  this  thrill  is  but  to 
guess;  but,  if  I may  guess,  my  suggestion  would  be  that 
in  these  cases  the  papillary  muscles  and  their  chords  may 
be  a trifle  slack,  so  that  the  mitral  sheets  shiver  a little  in 
the  current,  as  a sail  shivers  when  the  boat  gets  near  the 
wind.  Such  a quaver  would  be  transmitted  to  the 
ventricular  wall,  and  thence  to  the  thoracic.  In  such  a 
condition  there  might  well  be  a minute,  inconstant,  and 
insignificant  regurgitation  also ; though  ordinarily  in  mitral 
regurgitation  there  is  no  thrill. 

In  conclusion,  I hope  it  may  not  be  unbecoming  in  me 
as  a member  of  the  staff,  but  rather  an  onlooker  than  of 
effectual  service,  to  offer  my  tribute  of  praise  to  the  author 
of  this  Report ; a brief  summary  of  infinite  pains,  of  his 
own  and  of  those  of  his  colleagues  who  are  and  have 
been  on  resident  duty  at  the  hospital. 
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Wounds  of  the  chest  do  not  as  a rule  reach  the  bases  in 
France  until  the  fourth  day  after  the  infliction  of  the 
wound,  except  in  periods  of  heavy  fighting,  then  they  may 
arrive  much  earlier,  that  is,  on  the  second  day.  The  ob- 
servations recorded  in  this  paper  deal  more  especially  with 
cases  observed  from  the  third  or  fourth  day  up  to  about 
three  weeks  after  the  occurrence  of  the  injury,  and  thus 
they  deal  with  only  a portion  of  the  subject.  Gunshot 
wounds  of  the  chest  are  usually  divided  into  those  pene- 
trating and  involving  the  lungs  or  other  thoracic  viscera, 
and  the  non-penetrating,  although  it  is  not  always  possible 
to  be  certain  during  life  that  an  apparent  non-penetrating 
wound  is  really  such.  Non-penetrating  wounds  may,  how- 
ever, give  rise  to  pleural  and  pulmonary  lesions,  and  in 
a certain  proportion  of  cases  of  simple  clean  perforating 
bullet  wounds  of  the  chest  the  positions  of  the  entry  and 
exit  wounds  suggest  that  the  bullet  does  not  only  pass 
through  the  chest  but  also  through  the  lung,  nevertheless 
there  are  no  signs  or  symptoms  indicating  the  presence  of 
either  air  or  fluid  in  the  pleura,  and  such  cases  may 
recover  rapidly  and  apparently  completely.  Pleurisy  and 
empyema  are  the  most  common  pleural  lesions  produced 
by  wounds  of  the  chest  wall  not  involving  the  lung.  The 
pleurisy  is  often  at  first  dry,  but  not  uncommonly  an 
effusion  follows,  and  since  such  lesions  are  often  due  to 
streptococcal  infections  spreading  from  the  wound  track  in 
the  chest  wall  to  the  pleura,  an  empyema  of  the  usual  type 
develops  and  requires  the  usual  treatment. 

Haemoptysis,  haemorrhagic  infiltration  of  the  lungs,  and 
pneumonia  of  a septic  bronchopneumonic  type  are  the 
pulmonary  lesions  that  may  follow  on  a wound  limited 
to  the  chest  wall.  In  addition  to  these,  collapse  of  the 


lung  of  a massive  type  may  occur  on  the  side  opposite  to 
the  injury  even  when  the  latter  causes  no  pleural  or 
pulmonary  lesion  on  the  side  injured.  The  haemoptysis 
and  the  septic  pneumonia  are  both  directly  associated  with 
the  bruising  and  consequent  bleeding  into  the  lung  pro- 
duced by  the  impact  of  the  missile  on  the  chest  wall  and 
the  resulting  injury  to  the  chest  wall  and  lung.  The 
haemoptysis  may  not  only  be  severe,  but  may  also  run 
a long  course,  and  some  of  the  most  severe  cases  of 
haemoptysis  seen  by  the  writer  in  a very  large  series  of 
chest  cases  were  those  in  which  the  missile  only  bruised 
the  chest  and  had  not  only  not  produced  any  wound,  but 
where  there  was  no  evidence  of  any  fractured  ribs. 

The  bruised  and  blood  infiltrated  lung  is  very  prone 
to  become  infected  either  from  the  lung  or  by  the  spread 
of  infection  from  the  wound  track  in  the  chest  wall,  and 
hence  pneumonia  of  septic  or  of  a bronchopneumonic  type 
develops.  In  some  cases  wounds  of  the  chest  wall  lay 
open  the  pleural  cavity  but  do  not  involve  the  lung,  a 
portion  of  the  chest  wall,  more  especially  in  its  lower 
parts  or  at  the  back,  is  carried  away  and  a gaping  hole, 
often  of  considerable  size,  is  left.  In  such  cases  the  lung 
does  not  as  a rule  undergo  complete  collapse,  although 
the  pleural  cavity  is  in  free  communication  with  the  air. 
In  fact,  the  volume  of  the  lung  seems  to  approximate  to 
that  seen  after  death  when  the  pleura  is  open,  and  there- 
fore the  pulmonary  collapse  is  markedly  less  than  that 
seen  in  ordinary  pneumothorax  where,  as  is  well  known, 
very  complete  collapse  occurs,  yet  in  the  latter  cases  the 
intrapleural  pressure  may  not  be  above  that  of  the 
atmosphere. 

Penetrating  wounds  of  the  chest  usually  produce  one  or 
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more  of  the  following  conditions  : subcutaneous  emphy- 
sema, haemothorax,  pneumothorax,  laceration  of  the  lung. 
These  conditions  may  not  only  arise  where  the  wound  is 
one  obviously  involving  the  chest,  or  where  the  wound  of 
entry  is  near  the  chest — for  example,  the  neck  or  the 
abdomen  especially  in  its  upper  part ; but  wounds  in 
other  regions — for  example,  the  face  or  arm — may  also 
give  rise  to  haemothorax  or  pneumothorax  from  the 
course  of  the  bullet  being  peculiar  owing  to  the  position 
of  the  soldier  at  the  moment  he  is  struck.  In  such  cases 
there  is  often  only  a wound  of  entry,  and  this  may  be 
small  and  inconspicuous,  but  yet  a large  haemothorax  or 
. ieven  a pneumothorax  may  be  present. 

Further,  in  wounds  of  the  chest  the  haemothorax  or 
pneumothorax  may  be  on  the  side  opposite  to  the  wound 
of  entry ; the  missile  taking  an  oblique  course  may  enter 
on  one  side,  more  especially  in  wounds  of  the  back,  and 
-follow  such  a course  that  it  does  not  open  the  pleural 
cavity  on  the  side  of  entry,  although  opening  that  on  the 
opposite  side  without  or  with  a wound  of  exit.  Again,  in 
■some  instances  a bullet  may  enter  and  leave  the  pleural 
cavity  on  one  side  without  causing  any  appreciable  lesion 
on  that  side,  and  yet  so  wound  the  pleura  and  lung  on  the 
opposite  side  as  to  cause  marked  lesions. 

Bilateral  haemothorax  is  sometimes  seen  as  a result 
i of  a single  wound  the  track  of  which  is  transverse  or 
oblique,  and  haemopericardiutn  may  occur  in  association 
with  either  unilateral  or  bilateral  haemothorax. 

Unilateral  wounds,  however,  may  cause  bilateral  effects 
I lowing  to  the  development  of  contralateral  collapse  or 
contralateral  pneumonia. 

The  subcutaneous  or  so-called  surgical  emphysema  so 
often  present  in  chest  wounds  is  usually  limited  to  the 
vicinity  of  the  wound  or  to  an  area  of  the  chest  wall 
adjacent  of  variable  size.  In  exceptional  instances  its 
i,  distribution  is  more  extensive,  and  it  may  sometimes 
involve  not  only  the  trunk  but  even  the  whole  body, 
iijincluding  the  face  and  extremities. 

Haemothorax. 

Haemothorax  is  the  most  common  result  of  a chest 
[kvound  ; both  pneumo-haemothorax  and  pneumothorax  are 
'relatively  rare,  and  in  a series  of  328  cases  of  gunshot 
wounds  of  the  chest  only  8 cases  of  the  former  and  4 cases 
of  the  latter  were  observed.1 

The  haemothorax  may  be  either  sterile  or  infected,  and 
if  the  latter  the  infection  may  be  either  early  or  late.  If 
jjearly,  the  infection  occurs  within  the  first  few  days  after 
the  infliction  of  the  wound,  and  is  doubtless  dependent 
i iupon  infective  material  being  not  only  carried  in  with  the 
missile,  but  directly  infecting  the  effused  blood  generally 
and  rapidly.  In  such  cases  exploration  of  the  haemothorax 
reveals  the  presence  of  organisms  in  the  fluid  withdrawn. 
Infection,  however,  may  occur  later,  that  is,  in  the  second 
or  third  week  after  the  receipt  of  the  wound.  Such  cases 
may  at  first  run  the  course  of  a sterile  haemothorax,  with 
but  few  symptoms,  and  the  fluid  removed  by  paracentesis 
may  fail  to  show  the  presence  of  any  organisms.  Suddenly 
urgent  symptoms,  such  as  increasing  fever,  dyspnoea,  pain, 
rapid  pulse  and  jaundice,  arise,  and  paracentesis  then  reveals 
the  presence  of  organisms  in  the  fluid  withdrawn.  The 
infection  may  be  more  or  less  localized,  and  moreespecially 
:SO  in  the  lower  portions  of  the  chest,  and  in  such  cases 
paracentesis  may  yield  different  results  according  to  the 
site  explored ; at  one  spot  a sterile  fluid  may  be  obtained 
and  at  another  at  no  great  distance  from  the  first  a fluid  of 
' a totally  different  character  containing  abundant  organisms. 
This  is  especially  the  case  with  anaerobic  bacillary  infec- 
tions. It  is  probable  that  in  many  cases  the  explanation 
:of  the  rapid  development  of  the  clinical  picture  of  infection, 
in  the  course  of  what  seemed  for  some  days  to  be  a case  of 
simple  sterile  haemothorax,  is  to  be  sought  in  the  fact  that 
the  infecting  agent,  that  is,  fragment  of  clothing,  etc.,  was 
shut  off  by  blood  clot  from  the  general  mass  of  haemo- 
thorax fluid  in  the  chest.  Later,  owing  to  the  spread  of 
infection  through  the  clot,  the  haemothorax  becomes 
infected  as  a whole,  and  hence  the  rapid  development  of 
urgent  and  very  dangerous  symptoms.  In  a series  of  450 
2ases  of  haemothorax  observed  by  Bradford  and  Elliott 
infection  was  present  in  117 — that  is  to  say,  roughly,  in  25 
per  cent. ; and  Captain  H.  Henry,  who  carried  out  the 
oacteriological  investigation,  found  that  lung  organisms 
such  as  the  pneumococcus,  B.  influenzae  and  M.  tetragenus, 
were  present  in  some  20  per  cent,  of  the  infected  cases,  and 


that  in  the  remaining  80  per  cent,  streptococci,  staphylo- 
cocci, and  anaerobic  gas-forming  bacilli  were  found. 

In  approximately  50  per  cent,  of  the  infected  cases 
anaerobic  bacilli,  either  alone  or  in  association  with  cocci, 
were  present;  hence  it  would  seem  that  infection  of  a 
haemothorax  is  much  more  frequently  derived  from  the  skin 
or  clothing  than  directly  from  the  lung.  In  some  instances 
the  pleural  infection  arises  from  direct  extension  from  the 
infected  wound  track  in  the  chest  wall,  and  such  a mode 
of  spread  may  lead  to  the  development  of  pleural  and 
pulmonary  complications  in  cases  of  wounds  limited  to  the 
chest  wall,  and  not  directly  involving  either  the  pleura  or 
the  lung. 

Henry  and  Elliott2  have  studied  the  morbid  anatomy  of 
wounds  of  the  chest  in  a series  of  100  cases  observed  in 
hospital  at  one  of  the  bases  in  France.  These  observations 
deal  only  with  cases  that  succumbed  from  the  third  day  to 
the  third  week  after  the  infliction  of  the  wound,  and  one 
of  the  most  striking  facts  ascertained  was,  that  within 
these  limits  of  time,  death  from  haemorrhage  as  a result  of 
a wound  of  the  chest  was  very  rare.  Thus,  in  a series  of 
78  fatal  cases  of  simple  haemothorax  there  were  70  in 
which  either  infection  or  an  additional  visceral  complica- 
tion, or  both,  were  present.  In  the  remaining  eight  cases, 
where  death  might  have  been  due  to  haemorrhage, 
purulent  bronchitis  was  present  in  three,  and  in  four 
cases  no  record  existed  as  to  whether  sepsis  was  present 
or  not,  thus  leaving  only  one  case  in  which  haemorrhage 
alone  could  be  definitely  asserted  to  be  the  sole  cause  of 
death. 

Septic  infection  is  by  far  the  most  frequent,  and  there- 
fore the  most  important,  cause  of  death  in  cases  of  haemo- 
thorax that  survive  the  first  few  days  immediately 
following  the  wound. 

Secondary  haemorrhage  is  also  extremely  rare,  and  in 
this  series  of  100  fatal  cases  only  three  instances  were 
recorded ; in  two  cases  the  haemorrhage  took  place  into 
the  pleural  cavity,  and  in  one  a fatal  haemoptysis  occurred 
from  a vessel  in  the  vicinity  of  a small  abscess  in  the  lung 
round  a fragment  of  shell.  The  writer  has  only  seen  one 
other  instance  of  fatal  haemoptysis  due  to  secondary 
haemorrhage  in  the  course  of  observations  on  many 
hundred  cases  of  gunshot  wound  of  the  chest,  and  here 
also  it  was  due  to  the  lesions  produced  by  a fragment  of 
shell  embedded  in  the  lung. 

The  more  important  points  in  the  morbid  anatomy 
of  haemothorax  are  the  following  : The  degree  of  collapse 
of  the  lung,  and  especially  of  the  lower  lobe,  is  very 
marked,  and  would  seem  often  to  be  greater  in  amount 
than  that  usually  seen  in  pleural  effusions.  The 
over-distension  and  so-called  emphysema  of  the  upper 
portion  of  the  lung  above  the  fluid  is  certainly  far 
greater  than  that  seen  in  cases  of  pleural  effusion. 
The  anterior  part  of  the  upper  lobe  of  the  lung  is  fre- 
quently pressed  up  against  the  chest  wall,  and  the 
anterior  margin  of  the  lung  frequently  extends  beyond  tho 
middle  line.  There  may  be  a line  of  loose  fibrinous 
adhesions  gluing  the  surface  of  the  lung  to  the  chest  wall 
at  the  upper  limit  of  the  effused  bloood.  The  parietal 
pleura  in  the  area  corresponding  to  the  effused  blood  is 
coated  with  a layer  of  fibrin  one-eightli  to  one-quarter  of 
an  inch  thick,  and  the  surface  of  the  collapsed  lung  is 
similarly  covered  to  a greater  or  less  extent  with  a layer 
of  fibrin.  The  collapsed  lung  on  the  side  of  the  haemo- 
thorax rarely,  if  ever,  presents  signs  of  inflammation 
except  in  the  immediate  vicinity  of  the  wound  track 
in  the  lung  or  round  any  retained  foreign  body. 
Pneumonic  consolidation  is  not  found  in  the  lung 
beneath  the  haemothorax.  Purulent  bronchitis  may 
be  present  not  only  in  the  contralateral  lung  but  also 
in  the  emphysematous  portion  of  the  lung  on  the  side  of 
the  haemothorax,  but  above  the  fluid.  The  great  collapse 
of  the  lung  would  seem  to  be  not  only  a safeguard  against 
further  haemorrhage  in  cases  where  the  lung  is  wounded, 
but  also  a very  efficient  protection  against  the  develop- 
ment of  inflammatory  complications.  There  is  some  evi- 
dence to  suggest  that  wounds  of  the  apices  of  the  lungs — 
that  is,  the  portion  that  would  collapse  last — are  asso- 
ciated with  large  collections  of  bloody  fluid  in  the  pleural 
cavity. 

The  bloody  fluid  present  in  the  chest  in  cases  of  haemo- 
thorax consists  in  the  main  of  defibrinated  blood — that  is, 
a mixture  of  serum  and  blood  corpuscles,  often  presenting 
to  the  eye  a considerable  resemblance  to  blood,  but  differing 
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from  it  in  that  it  does  not  usually  undergo  massive 
clotting  after  removal  from  the  chest.  The  parietal  and 
visceral  pleurae  are  covered  to  a greater  or  less  extent  with 
a layer  of  fibrin,  and  it  is  probable  that  the  defibrination 
of  the  blood  occurs  as  a result  of  the  movements  im- 
parted to  it  by  the  respiratory  and  cardiac  movements,  and 
that  it  usually  takes  place  very  soon  after  the  blood  is  poured 
out  into  the  chest.  Direct  experiment  has  shown  that  the 
bloody  fluid  in  haemotliorax  contains  no  fibrinogen,  and 
hence,  that  although  it  resembles  blood  to  the  eye,  clotting 
has  really  taken  place,  and  that  it  is  in  reality  defibrinated 
blood  (Elliott  and  Henry). 

Even  in  cases  of  sterile  haemotliorax  the  whole  of  the 
fluid  in  the  chest  is  not  defibrinated  blood.  This  is  shown 
by  two  facts : first,  the  cell  content  of  the  fluid  is  different 
from  that  of  defibrinated  blood  in  that  an  increased  number 
of  lymphocytes  may  be  present  together  with  endothelial 
cells,  eosinopliile  cells  sometimes  in  considerable  numbers, 
and  marrow  cells;  secondly, the  quantity  of  fluid  is  some- 
times very  large,  that  is,  four  to  five  pints,  and  even  then 
the  patient  may  not  show  any  gross  or  obvious  signs  of 
anaemia.  Hence  it  is  evident  that  there  is  some  pleural 
exudate  as  a sequel  to,  and  result  of,  the  presence  of  the 
blood  in  the  pleural  cavity.  In  some  cases  further  evidence 
of  the  presence  of  pleural  exudate  is  afforded  by  the  occur- 
rence of  a slight  and  peculiar  clotting  in  the  fluid  removed 
from  the  chest  by  paracentesis.  This  clotting  resembles 
that  seen  in  the  fluid  of  ordinary  pleural  effusions,  but 
differs  from  it  in  that  the  coagulum  contains  abundant  red 
corpuscles.  This  clot,  although  containing  red  corpuscles, 
is  often  scanty  and  generally  gelatinous  in  consistence,  and 
hence  quite  different  in  appearance  from  the  clot  formed 
from  normal  entire  blood.  The  superficial  resemblance  of 
this  “ secondary  clotting,”  as  it  is  termed  by  Elliott  and 
Henry,  to  true  clotting  is  readily  explained,  inasmuch  as 
the  pleural  exudate  has  added  coagulable  material  to  the 
defibrinated  blood  present  in  the  pleural  cavity  and  the 
abundant  red  corpuscles  present  have  been  entangled  to  a 
greater  or  less  extent  in  the  coagulation.  In  a small  number 
of  cases  defibrination  of  the  extra vasated  blood  would  seem 
not  to  occur,  and  paracentesis  then  reveals  the  presence  of 
a mass  of  soft  jelly-like  clot  that  blocks  the  needle  and 
prevents  satisfactory  aspiration;  presumably  in  such  cases 
more  or  less  massive  clotting  has  taken  place. 

In  infected  haemotliorax  the  pleural  exudate  is  much 
more  abundant,  and  hence  numerous  polymorphonuclear 
leucocytes  are  found  on  microscopic  examination,  and  the 
fluid  removed  by  exploratory  puncture  may  yield  a deposit 
of  pus  visible  to  the  naked  eye.  The  fluid  itself  is  often  of 
a crimson  colour  from  the  haemolysis  that  has  taken 
place.  Massive  clotting  would  also  seem  to  be  more 
common  in  infected  cases,  since,  both  at  operations  and  in 
the  post-mortem  room,  large  clots  may  be  found,  especially 
in  the  lower  part  of  the  pleural  cavity  between  the 
diaphragm  and  the  chest  wall,  and  also  in  the  vertebral 
groove.  In  these  infected  cases  the  inflammatory  exudate 
is  apt  to  be  poured  out  rapidly,  and  a sudden  considerable 
increase  in  the  amount  of  fluid  in  the  chest  is  often  strong 
clinical  evidence  of  the  presence  of  infection,  since,  as 
mentioned  above,  secondary  haemorrhage  into  the  pleural 
cavity  in  haemotliorax  is  very  rare,  and  then  only  occurs 
in  infected  cases.  In  sterile  cases  there  is  neither 
secondary  haemorrhage  nor  a sudden  copious  effusion  to 
cause  any  sudden  great  increase  in  the  amount  of  fluid 
present  in  the  pleural  cavity.  In  a considerable  proportion 
of  these  infected  cases  there  is  not  only  a rapid  pouring 
out  of  inflammatory  exudate,  but,  in  addition,  there  is  gas 
formation,  owing  to  the  infection  being  dependent  upon  the 
presence  of  anaerobic  gas-producing  organisms.  The  de- 
velopment of  gas  is  often  very  rapid,  and  such  cases  may 
present  very  urgent  signs  and  symptoms  that  increase 
rapidly  in  the  course  of  a few  hours.  In  others  the 
clinical  picture  is  much  less  urgent,  and  in  a few  only 
slight  symptoms  are  present,  and  the  condition  is  only 
appreciated  after  careful  examination. 

The  gas  may  be  free  in  the  pleural  cavity,  associated 
with  very  considerable  collapse  of  the  lung,  and  a 
variable  but  usually  large  amount  of  haemotliorax  fluid. 
In  other  instances  the  conditions  are  more  peculiar; 
the  collection  of  gas  is  localized  above  the  liaemo- 
t borax  fluid,  and  below  the  emphysematous  over-dis- 
lended  upper  lobe  of  the  lung.  The  loose  fibrinous 
adhesions  at  the  upper  level  of  the  fluid  in  the  thorax  are 
probably  sufficient  to  tether  the  upper  lobe  to  the  chest 


wall,  but  whether  this  be  the  correct  explanation  of  the 
non-collapse  of  the  entire  lung  or  no,  the  fact  remains  that 
the  gas  forms  a localized  collection  above  the  fluid  of  the 
haemotliorax  and  below  the  non-collapsed  portion  of  the 
lung.  Such  localized  collections  of  gas  are  usually  in  the 
lateral  or  postero- lateral  regions  of  the  chest,  and  more 
especially  in  its  lower  portions.  The  gas  is  usually 
offensive,  and  has  either  a definite  faecal  smell  or  else 
that  of  rotten  eggs.  It  is  often  present  under  considerable 
pressure,  and  in  the  j)ost-mortem  room,  if  a cannula  is 
inserted,  the  gas  issuing  from  it  readily  burns,  when  lighted, 
with  a bluish  flame.  In  cases  of  this  type  there  is  often 
considerable  displacement  of  the  heart,  and  this  displace- 
ment may  develop  with  great  rapidity — that  is,  2 in.  in 
twenty-four  hours.  In  cases  where  the  gas  is  free  in  the- 
pleural  cavity,  the  clinical  picture  is  that  of  pneumothorax 
or  pyopneumothorax ; and  where  the  condition  develops 
rapidly  the  symptoms  are  apt  to  be  urgent  and  the  error 
may  be  made  of  regarding  the  case  as  one  of  progressive 
pneumothorax,  whereas  in  reality  the  phenomena  are  due 
to  the  rapid  formation  of  gas  under  pressure  as  the  result 
of  infection  of  the  haemotliorax  fluid. 

In  infected  haemotliorax  the  deposit  on  the  surface  of 
the  collapsed  lung  is  much  more  abundant  and  thicker 
than  in  sterile  cases,  as  a thick  layer  of  lymph  more  or 
less  organized  is  often  present.  This  is  of  considerable 
importance,  inasmuch  as  this  deposit  hampers  the  subse- 
quent re-expansion  of  the  lung  after  the  removal  of  the 
fluid  by  drainage  of  the  pleura.  The  longer  the  delay  in 
draining  the  pleura  in  such  cases  the  greater  is  the 
organization  of  this  deposit,  and  therefore  there  is  much 
risk  of  permanent  incomplete  expansion  of  the  lung.  The 
deposit  on  the  pleura  not  only  causes  the  re-expansion  of 
the  lung  to  take  place  more  slowly  but  also  less  perfectly, 
hence  it  is  most  important  that  cases  of  infected  liaemo- 
thorax  should  be  treated  and  thoroughly  drained  at  the 
earliest  possible  moment.  Bilateral  haemotliorax  is  not 
very  uncommon,  and  such  collections  are  usually  of  small 
or  moderate  size;  they  may  be  either  sterile  or  infected, 
and  cases  have  occurred  of  bilateral  infected  haemotliorax 
that  have  recovered  after  drainage  of  both  pleural  cavities. 
In  bilateral  haemotliorax  one  side  may  be  sterile  and 
the  other  infected,  and  recovery  has  here  taken  place 
after  aspiration  of  the  sterile  and  drainage  of  the  in- 
fected haemotliorax.  Bilateral  haemotliorax  may  be 
associated  with  haemopericardiuru,  or  in  infected  cases, 
pericarditis  may,  occur  as  a complication.  The  peri- 
carditis seen  in  cases  of  infected  haemotliorax  im- 
probably usually  of  streptococcal  origin,  but  in  some 
instances  an  anaerobic  infection  of  the  pericardium  may 
occur  and  then  very  striking  physical  signs  may  be 
present  owing  to  the  presence  of  gas  and  fluid  in 
the  pericardial  sac.  Two  such  cases  have  fallen 
under  the  observation  of  the  writer  and  both  recovered* 
after  opening  and  draining  the  pericardium.  In  one  the 
condition  was  recognized  as  the  result  of  the  percussion 
of  the  pericardial  area  yielding  a tympanitic  note  when 
previously  a dull  note  due  to  the  presence  of  effusion  in 
the  pericardium  had  been  present.  Pericarditis  probably 
only  occurs  in  infected  cases,  although  pericardial  friction 
and  the  signs  of  fluid  in  the  pericardium  may  be  detected 
in  cases  of  sterile  haemotliorax,  where,  in  addition  to  the 
pleural  lesion,  there  is  also  the  probability  of  injury  to  the 
pericardium  and  where  ./'-ray  examination  may  reveal  the 
presence  of  a bullet  in  close  proximity  to  the  heart.  The- 
accurate  diagnosis  of  such  cases  is  often  difficult,  but  it  is 
probable,  inasmuch  as  they  often  have  no  symptoms  in- 
dicative of  pericarditis,  and  they  recover,  that  the  peri- 
cardial physical  signs  are  due  to  the  presence  of  a liaemo-  ' 
pericardium  rather  than  to  a pericarditis  with  effusion. 
In  the  infected  cases  the  presence  of  pericarditis  is  a very- 
serious  complication ; in  some  there  is  merely  greasy  lymph,, 
in  others  a moderate  effusion,  or  where  an  anaerobic  in- 
fection is  present  the  pericardium  may  contain  gas  as  well 
as  an  effusion.  If  the  effusion  is  at  all  large  in  amount  it 
is  usually  situated  in  the  posterior  part  of  the  pericardium, 
and  is  therefore  liable  to  produce  some  degree  of  pressure 
on  and  collapse  of  the  lower  lobe  of  the  left  lung.  In  very 
large  effusions  the  transverse  diameter  of  the  pericardium- 
is  greatly  increased.  When  the  effusion  is  posterior  in- 
position, the  heart  may  still  remain  in  partial  contact  xvitlr- 
the  chest  wall  anteriorly,  and  thus,  owing  to  the  per-  : 
sistence  of  friction  the  presence  of  even  a large  effusion- 
may  be  overlooked. 
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Complications. 

The  complications  directly  associated  with  haemothorax 
are  few  and  are  most  frequently  seen  in  cases  of  infected 
haemothorax.  Purulent  bronchitis,  pneumonia,  pleurisy, 
massive  collapse  of  the  lung,  and  pericarditis  are  the  most 
common  complications.  Abscess  and  gangrene  of  the  lung 
may  occur,  but  these  are  dependent  not  on  the  haemo- 
thorax but  on  pulmonary  lesions  produced  by  the  missile. 
One  case  of  meningitis  due  to  streptococcal  infection  in 
association  with  an  infected  haemothorax  has  fallen  under 
my  observation,  but  no  case  of  cerebral  abscess. 

The  relation  of  purulent  bronchitis  to  haemothorax  is 
often  very  doubtful,  as  it  occurs  so  frequently  apart  from 
wounds,  but  many  patients  give  a history  that  is  suggestive 
of  the  onset  of  the  bronchitis  after  the  wound,  although 
even  in  these  it  may  be  dependent  on  exposure.  One  of 
the  most  striking  features  of  its  distribution  is  its  absence 
in  that  portion  of  the  lung  that  is  collapsed  beneath  the 
haemothorax  effusion.  Pneumonia,  in  various  forms,  may 
be  present,  but  is  not  common,  and  here  again  the  collapsed 
lung  on  the  side  of  the  haemothorax  is  not  involved.  It 
may  occur  on  the  side  opposite  to  the  haemothorax,  but 
care  must  be  taken  in  the  diagnosis,  as  the  physical  signs 
of  massive  collapse  present  great  resemblance  to  those  of 
pneumonia,  and,  as  will  be  mentioned  later,  contralateral 
collapse  in  cases  of  unilateral  chest  wounds  is  of  quite 
frequent  occurrence.  There  is,  however,  clear  evidence 
from  autopsy  that  pneumonia  on  the  side  opposite  to  the 
wound  may  occur  in  haemothorax.  Septic  broncho- 
pneumonia is  common  in  wounds  of  the  chest  wall  not 
accompanied  by  haemothorax,  where,  as  a result  of  the 
impact  of  the  missile,  the  lung  is  bruised  and  haemorrhage 
into  its  substance  has  occurred.  Pleurisy,  often  dry,  is 
also  not  uncommon  on  the  side  opposite  to  the  haemo- 
thorax ; this  occurs  most  often  in  infected  haemothorax, 
but  some  instances  have  been  seen  where  there  was  no 
bacteriological  proof  that  the  haemothorax  was  infected. 
Pleurisy  of  a serious  type,  and  often  progressing  to 
empyema,  occurs  as  a result  of  injuries  to  the  chest 
wall  of  a tangential  character  and  associated  often  with 
fracture  of  one  or  more  ribs.  Septic  bronchopneumonia 
may  coexist  in  such  cases.  The  contralateral  pleurisy  is 
especially  prevalent  in  cases  of  streptococcal  infection 
of  haemothorax,  and  may  also  progress  to  effusion  and  the 
formation  of  an  empyema.  Such  cases  are  necessarily 
very  serious,  and  if,  as  is  not  infrequent,  pericarditis 
is  also  present  they  are  of  the  utmost  gravity. 

Source  of  the  Haemorrhage  in  Haemothorax. 

There  is  some  difference  of  opinion  as  to  whether  the 
injury  to  the  chest  wall,  or  that  of  the  lung,  is  the  more 
common  cause  of  the  haemorrhage  into  the  pleural  cavity, 
and  it  is  not  possible  to  dogmatize  on  this  subject.  Morbid 
anatomy  does  not  yield  any  direct  evidence  of  the  bleeding 
having  arisen  from  the  chest  wall,  but  it  is  obvious  that  it 
would  be  very  difficult  to  exclude  the  possibility  of  the 
wound  of  an  intercostal  vessel.  On  the  other  hand,  it  is 
not  unusual  to  find  direct  evidence  of  blood  coagulation  in 
the  track  produced  by  the  missile  in  its  passage  through 
the  lung,  and  the  wall  of  the  track  is  also  infiltrated,  to  a 
varying  depth,  by  extravasated  blood.  Henry  and  Elliott 
record  in  their  series  four  cases  of  perforating  wounds  of 
the  lower  chest  wall  involving  the  pleural  cavity  below 
the  area  occupied  by  the  lung  and  not  wounding  the  lung, 
and  where  no  haemothorax  existed.  Many  instances  of 
extensive  injury  to  the  chest  wall  opening  the  pleura  have 
been  seen  where  the  lung  itself  was  not  involved,  and 
where  no  haemothorax  was  present.  The  great  rarity  of 
secondary  haemorrhage  in  cases  of  haemothorax  is  also  in 
favour  of  the  pulmonary  origin  of  the  bleeding,  since  the 
collapse  of  the  lung  associated  with  the  haemothorax 
tends  not  only  to  check  haemorrhage  directly  but  also 
to  prevent  secondary  haemorrhage  owing  to  the  rarity 
lof  septic  inflammations  in  collapsed  lung.  It  is  probable, 
therefore,  that  in  the  great  majority  of  cases  of 
haemothorax  the  source  of  the  bleeding  is  the  injury  to 
the  lung,  although  cases  may  be  seen  occasionally  where 
the  haemorrhage  is  derived  from  a vessel  in  the  chest 
wall,  such  as  an  intercostal  or  the  internal  mammary 
artery,  or  one  of  the  big  vessels  at  the  root  of  the  neck. 
Injuries  of  the  great  vessels  of  the  neck  sometimes  coexist 
with  haemothorax;  aneurysm  of  the  innominate  artery  has 
been  seen  in  association  with  pneumo-haemotliorax,  but  in 
such  cases  it  is  probable  that  the  haemothorax  is  really 


independent  of  the  arterial  lesion  and  due  to  other  pul- 
monary lesions,  and  the  haemothorax  or  pneumo-haeiuo- 
thorax  may  be  on  the  opposite  side  to  that  of  the  arterial 
lesion. 

In  rare  instances  the  haemothorax  fluid  contains,  in 
addition  to  blood,  bile.  The  bile  is  derived  from  the 
wound  track  involving  the  liver,  and  in  such  cases  the 
bile  may  reaccumulate  in  the  pleural  cavity  after  para- 
centesis has  been  performed  and  the  haemothorax  fluid 
drawn  off.  Repeated  paracentesis  may  be  required  to 
draw  off  the  reaccumulations  of  bilious  fluid,  and  it  is 
remarkable  that  jaundice  does  not  necessarily  develop  in 
such  cases,  although  the  amount  of  bile  present  in  the 
pleural  cavity  may  be  very  large.  This  is  further  evidence 
that  the  pleural  cavity  in  cases  of  haemothorax  does  not 
readily  absorb  fluid,  and  the  lack  of  absorptive  power  is 
probably  in  part  dependent  upon  the  fibrinous  coating  on 
its  surface,  and  in  part,  perhaps,  on  the  lack  of  efficient 
respiratory  movement  on  the  injured  side.  In  one  case 
there  was  evidence  of  the  presence  of  stomach  contents  in 
the  haemothorax  fluid. 

Signs  and  Symptoms  of  Haemothorax. 

Dyspnoea,  although  often  at  first  urgent,  diminishes 
rapidly,  and  even  when  the  quantity  of  fluid  in  the  chest 
is  large — that  is,  over  three  pints — it  is  not  usually  a marked 
feature  after  the  first  three  days.  It  is,  however,  greatly 
increased  by  exertion  and  movement,  and  hence  many 
patients  on  arrival  at  a base  hospital  after  a long  journey 
often  have  considerable  dyspnoea  and  distress  for  twenty- 
four  hours.  Moderate  pyrexia  is  usually  present,  and  it 
may  rise  to  103:  F. ; but  the  pulse  is  not  much  accelerated, 
and  is  usually  under  100,  and  the  patient  does  not  have 
much  distress  unless  cough  is  severe, frequent,  aud  painful. 
The  continued  presence  of  high  fever,  pain,  distress,  rapid 
pulse,  aud  furred  tongue  should  always  suggest  the  possi- 
bility of  the  haemothorax  being  infected,  and  a sample  of 
the  fluid  should  be  removed  with  an  exploring  syringe 
without  delay  in  order  to  determine  this  point  by  bacterio- 
logical methods.  Jaundice  is  an  important  sign,  as,  if 
marked,  it  is  a characteristic  sign  of  infection,  and  more 
especially  infection  with  anaerobic  bacilli.  In  simple 
sterile  haemothorax  only  a slight  icteric  tinge  is  present 
in  the  conjunctiva,  but  in  anaerobic  infections  a deep 
yellow  jaundice  involving  the  skin  generally  develops, 
often  with  great  rapidity.  Such  a jaundice  is  often  mis- 
interpreted as  indicating  a wound  of  the  liver,  especially 
when  the  wound  is  in  the  lower  chest,  but  jaundice  is 
quite  exceptional  in  liver  wounds,  whereas  it  is  a very 
characteristic  sign  of  infected  wounds,  and  especially  of 
anaerobic  infections.  It  may  also,  of  course,  be  seen  in  the 
course  of  streptococcal  infections. 

The  physical  signs  produced  by  haemothorax  present 
considerable  variety  and  often  are  very  difficult  to  interpret. 
They  are  much  more  complex  tliau  those  usually  regarded 
as  characteristic  of  simple  pleural  effusion. 

One  outstanding  sign,  easily  demonstrated  by  percussion 
and  confirmed  by  .r-ray  examination,  is  that  the  diaphragm 
on  the  affected  side  is  much ’higher  than  normal.  The 
high  level  of  the  diaphragm  is  most  easily  demonstrated 
in  left-sided  haemothorax,  since  then  the  tympanitic  per- 
cussion note  due  to  the  stomach  resonance  is  readily 
obtained  high  up  in  the  axilla,  aud  also  in  the  antero  lateral 
region  of  the  chest.  In  some  instances  this  tympanitic 
stomach  resonance  may  reach  so  high  a level  as  to  merge 
into  the  area  of  skodaic  resonance  in  the  infraclavicular 
region  above  the  level  of  the  fluid,  and  unless  care  is  taken 
a mistaken  diagnosis  of  pneumothorax  may  readily  be 
made.  AT-ray  examination  often  reveals  that  the  diaphragm 
is  not  only  high  but  also  immobile.  The  skodaic  resonance 
obtained  in  the  upper  chest  above  the  level  of  the  fluid  is- 
usually  much  more  marked  and  much  more  extensive  in 
its  distribution  than  that  present  in  ordinary  pleural 
effusion,  aud  not  infrequently  extends  beyond  the  middle 
line,  and  this  fact  again  is  liable  to  lead  to  confusion  of  the 
condition  with  pneumothorax.  The  distribution  of  the 
skodaic  resonance  is  confirmed  by  the  observations  on  the 
morbid  anatomy,  as  these  show  that  the  upper  portions  of 
the  lung,  especially  anteriorly,  are  greatly  over-distended 
and  emphysematous,  and  that  quite  frequently  the  upper 
lobe  is  so  over-distended  as  to  extend  well  beyond  the 
mid-sternal  line. 

The  high  level  of  the  diaphragm,  notwithstanding  the- 
presence  of  a large  amount  of  fluid  in  the  chest,  and  the- 
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very  extensive  and  marked  skodaic  phenomena  are  two 
striking  features  of  haemotliorax  and  are  in  contrast  to 
what  obtains  in  simple  pleural  effusion.  Over  the  area 
occupied  by  the  fluid,  blowing  tubular,  or  even  cavernous, 
breath  sounds  are  frequently  heard  on  auscultation.  They 
are  not  only  more  marked  than  those  occasionally  heard 
over  pleural  effusions,  but  they  are  also  heard  over  a much 
larger  area,  instead  of  being  limited,  as  in  pleural  effusion, 
to  a small  area  in  the  vicinity  of  the  angle  of  the  scapula. 

Bronchophony  and  oegophony  are  also  well  marked  and 
very  definite ; pectoriloquy  is  by  no  means  rare.  The 
physical  signs  thus  often  present  a more  or  less  clear 
resemblance  to  those  usually  regarded  as  characteristic  of 
pneumonic  consolidation,  and  it  is  not  surprising  that 
iu  a considerable  number  of  cases  where  haemotliorax  is 
present,  the  erroneous  diagnosis  of  so-called  traumatic 
pneumonia  is  made.  The  signs  described  above  are  not 
present  in  all  cases;  in  some  the  signs  are  similar  to  those 
found  iu  cases  of  pleural  effusion — that  is,  dullness,  weak- 
ness, or  absence  of  vocal  fremitus,  and  weak  or  absence  of 
breath  sounds.  F urther,  a case  may  present  at  an  early 
period  of  its  course  the  first  set  of  signs  with  well-marked 
tubular  breathing,  and  later  on,  with  an  increase  in  the 
amount  of  fluid,  the  second  set  with  weak  or  absent  breath 
sounds.  This  is  more  especially  observed  iu  infected  eases 
where  a rapid  and  considerable  increase  of  the  effusion 
may  occur.  In  others  where,  as  a result  of  the  presence 
of  anaerobes,  gas  is  formed,  a cracked-pot  percussion  note 
may  be  elicited  often  over  a localized  area  where  pre- 
viously the  percussion  note  had  been  dull.  In  these  cases 
a bell  sound  mayor  may  not  be  obtained,  but  the  percussion 
note  is  quite  characteristic. 

Collapse  of  the  Lung. 

In  ordinary  pleural  effusion  the  chest  on  the  affected 
side  is  usually  obviously  enlarged,  and  the  respiratory 
movements  are  diminished  in  amplitude;  this  is  also  true 
of  some  cases  of  haemotliorax,  more  especially  when  the 
amount  of  fluid  present  is  very  large — that  is,  four  to  five 
pints.  In  a considerable  number  of  cases,  however,  a very 
different  condition  is  present,  inasmuch  as  the  chest  is 
flattened  and  retracted  on  the  side  of  the  effusion,  and  the 
movements  are  so  much  diminished  that  the  affected  side 
is  practically  immobile.  This  retraction  and  immobility 
of  the  side  may  be  present  not  only  when  the  amount  of 
fluid  is  small,  but  also  in  many  cases  where  there 
is  a moderate  collection  of  fluid,  approximately  two 
pints  in  amount,  but  it  does  not  occur  iu  association 
with  the  largest  collections.  It  is  remarkable  that 
in  cases  where  retraction  and  flattening  are  quite 
marked,  the  apex  beat  may  be  displaced,  as  in 
ordinary  pleural  effusion,  towards  the  opposite  and  un- 
affected side.  This  retraction  of  the  injured  side  is  a 
remarkable  and  common  phenomenon  in  cases  of  haemo- 
thorax,  and  it  seems  to  be  a fact  of  the  same  order  as  the 
high  level  of  the  diaphragm  already  noted.  Sometimes  it 
is  only  seen  in  the  first  few  days  after  the  wound,  and  then, 
with  an  increase  in  the  amount  of  the  effusion  in  infected 
cases,  it  is  replaced  by  bulging  of  the  usual  type.  Well 
marked  tubular  or  even  cavernous  breathing  is  heard  on 
auscultation  in  those  cases  where  marked  retraction  is 
present,  together  with  bronchophony  and  pectoriloquy. 
The  retraction  of  the  injured  side,  the  immobility  of  the 
chest  and  the  high  level  of  the  diaphragm,  would  all  seem 
to  be  due  to  extensive  collapse  of  the  lung  or  of  the  lower 
lobe  of  the  lung,  a collapse  that  is  out  of  proportion  to  the 
amount  of  fluid  present  in  the  pleura,  and  is  really  very 
probably  a collapse  that  is  more  or  less  independent  of  the 
presence  of  the  fluid,  and  has  some  other  mode  of  origin. 
It  may  well  be  that  this  collapse  is  a constant  pheno- 
menon in  cases  of  gunshot  injury  of  the  chest,  but 
that  when  a large  haemothorax  coexists  its  presence 
is  naturally  attributed  to  the  mere  effusion  and  its 
real  nature  is  only  obvious  where  it  is  clearly  out  of 
proportion  to  the  effusion.  Thus  cases  of  massive  collapse 
of  the  lung  on  the  side  of  the  injury  have  been  observed 
by  Bradford  and  Elliott  where  the  amount  of  the  effusion 
was  so  small  as  not  to  need  aspiration,  and  where  the 
signs  cleared  up  and  the  lung  re-expanded  after  a short 
interval.  There  are,  however,  other  facts  that  may  be 
adduced  in  support  of  the  view  that  the  collapse  is  more 
or  less  independent  of  the  effusion.  Thus  it  may  occur 
on  the  opposite  side  of  the  chest  to  that  injured,  and  not 
only  is  this  the  case,  but  it  is  probably  of  quite  frequent 


occurrence,  only  the  physical  signs  produced  are  erroneously 
attributed  to  the  presence  of  contralateral  pneumonia  when 
contralateral  collapse  is  really  the  condition  present.  The 
main  distinguishing  feature  between  the  physical  signs 
of  pneumonia  and  those  of  massive  collapse  is  the  position 
of  the  heart’s  apex  beat ; in  pneumonia  there  is  no  appre- 
ciable displacement,  whereas  in  massive  collapse  the  apex 
beat  is  displaced  towards  the  collapsed  lung.  In  an  ordinary 
haemothorax  affecting  one  side  it  may  be  impossible  to 
determine  clinically  whether  physical  signs  on  the  opposite 
side  are  due  to  pneumonia  or  collapse,  since  if  the  apex 
beat  is  found  displaced,  the  displacement  will  necessarily 
be  attributed  to  the  presence  of  the  fluid  on  the  injured 
side.  In  such  cases  the  diagnosis  of  contralateral  collapse 
is  largely  an  inference  based  on  the  absence  of  the  clinical 
picture  of  pneumonia  and  on  the  rapidity  with  which  the 
signs  clear  up,  but  in  any  given  case  there  may  be  much 
doubt  unless  the  diagnosis  is  confirmed  by  autopsy. 

Contralateral  collafise,  however,  has  been  observed  in 
cases  of  wounds  implicating  the  chest  wall  only,  where 
physical  examinations  confirmed  by  x-ray  observations 
showed  that  there  was  no  lesion  of  the  pleural  cavity  on 
the  wounded  side,  the  injury  being  a contour  wound. 
Nevertheless,  in  such  cases  very  extensive  massive  collapse 
has  been  present  on  the  side  opposite  to  that  wounded  and 
where  there  lias  been  no  retained  missile  or  other  foreign 
body.  In  some  instances  the  massive  collapse  has  involved 
the  whole  of  the  left  lung  and  the  displacement  of  the 
apex  beat  into  the  left  axilla  has  been  very  marked.  Such 
patients  do  not  present  the  clinical  picture  of  pneumonia, 
although  the  physical  signs  in  the  affected  lung  are  very 
similar,  and  the  patients’  general  condition  of  comparative 
well-being,  together  with  the  absence  of  high  fever,  rusty 
sputum,  etc.,  shows  at  once  that  they  are  not  suffering 
from  pneumonia.  Further,  contralateral  collapse  has 
been  observed  both  during  operation  on  the  chest  and  also 
on  autopsy.  In  one  instance  an  exploratory  operation  was 
performed  on  a case  of  contralateral  collapse  under  the 
impression  that  the  physical  signs  indicated  the  presence 
of  an  intrapulmonary  abscess. 

Although  the  mechanism  producing  collapse  of  the  lung 
on  the  side  of  the  injury  and  on  the  opposite  side  is 
obscure  and  cannot  be  discussed  here  fully,  the  presence 
of  this  collapse  is  probably  the  explanation  of  the  curious 
and  characteristic  physical  signs  so  often  present  in 
haemothorax,  such  as  the  high  level  of  the  diaphragm  and 
the  frequent  presence  of  tubular  breathing,  bronchophony, 
and  pectoriloquy  over  the  area  of  the  pleura  where  fluid  is 
present.  This  collapse  of  the  lung  must  be  regarded, 
therefore,  as  one  of  the  leading,  if  not  the  leading, 
phenomenon  of  gunshot  injuries  of  the  chest.  There  is 
some  evidence  to  suggest  that  it  occurs  early,  soon  after 
the  infliction  of  the  wound,  as  when  cases  are  seen  within 
a few  hours  of  being  wounded  few  physical  signs  beyond 
immobility  and  deficient  air  entry  on  the  side  of  the  injury 
can  be  detected.  Such  cases  seen  again  twenty-four  hours 
later  may  then  show  the  ordinary  signs  of  a haemothorax, 
but  in  their  earlier  phase  the  signs  are  often  quite  in- 
significant in  comparison  with  the  urgency  of  symptoms, 
such  as  distress  and  dyspnoea. 

■ Displacement  of  the  heart’s  apex  beat  is  a valuable  sign 
in  haemothorax ; sometimes  it  is  of  a simple  character 
and  similar  to  that  seen  in  pleural  effusion— that  is,  dis- 
placed to  a varying  degree  away  from  the  side  of  the 
haemothorax.  In  others  the  displacement  is  mainly 
dependent  upon  the  presence  of  contralateral  collapse, 
and,  as  mentioned  above,  in  some  of  these  cases,  there 
is  no  pleural  lesion — that  is,  no  fluid,  air,  or  gas  in  the 
pleura  on  the  side  of  the  injury — such  cases  may  be  mis- 
interpreted unless  care  be  taken  in  the  examination.  The 
displacement  present  iu  any  given  case  may  undergo  an 
increase  or  a diminution.  An  increase  in  displacement  is 
usually  due  to  the  haemothorax  being  really  infected,  and 
an  increase  in  the  exudation  or  gas  formation  has  taken 
place  in  the  interval  between  the  two  clinical  observations. 

A decrease  in  the  degree  of  cardiac  displacement  in 
recent  cases  of  haemothorax  and  occurring  during  the 
first  week  after  the  date  of  wounding  is  also  not  infrequent, 
and  is  often  more  difficult  of  explanation.  It  is  commonly 
attributed  to  absorption  of  some  of  the  bloody  exudate ; 
this,  however,  is  highly  improbable,  since  absorption  from 
the  pleura  in  these  cases  is  extraordinarily  slow  and 
certainly  does  not  occur  to  any  appreciable  extent  in  the 
early  days  after  the  wound.  The  return  of  the  heart  may 
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be  due  to  an  alteration  in  the  distribution  of  the  haemo- 
thorax  fluid  dependent  on  increasing  collapse  of  the  lung 
on  the  side  of  the  lesion,  or  else  it  may  be  due  to  disap- 
pearance of  contralateral  collapse.  The  degree  of  dis- 
placement of  the  heart  in  any  given  case  is  therefore  a very 
uncertain  guide  of  the  size  of  a haemothorax. 

Diagnosis. 

The  main  problem  in  diagnosis  is  the  determination 
whether  a haemothorax  is  infected  or  not,  and  this  often 
presents  difficulties,  since  a haemothorax  that  at  first  runs 
an  apparently  sterile  course  may  be  infected  later,  owing 
to  the  spread  of  infection  either  from  the  wound  track  or 
from  some  localized  infection  round  a retained  foreign 
body.  In  some  of  these  cases  of  delayed  infection,  and 
more  especially  in  those  with  anaerobic  infection,  the 
symptoms  may  develop  with  much  rapidity,  and  be  of 
such  a character  as  to  suggest  the  occurrence  of  secondary 
haemorrhage,  where  no  haemorrhage  has  taken  place. 
Rapid  pulse,  pallor,  sweating,  and  collapse  are  not  un- 
common symptoms  of  a rapidly  spreading  anaerobic  infec- 
tion. Microscopic  and  bacteriological  examination  of  the 
fluid  withdrawn  from  the  chest  will  generally  determine 
absolutely  the  presence  or  absence  of  infection,  provided 
care  be  taken  to  repeat  the  exploration  and  too  much 
stress  is  not  laid  on  the  negative  result  obtained  at  the 
first  puncture.  It  is  often  necessary  to  explore  the 
chest  at  different  levels.  Cases  are  seen  occasionally 
where  the  symptoms,  and  especially  the  character  and 
duration  of  the  pyrexia,  suggest  that  infection  is  present, 
yet  no  bacteriological  confirmation  is  obtained  even  with 
repeated  paracentesis.  Such  cases  may  get  well  with  no 
special  treatment  after  running  a prolonged  course  of 
several  weeks’  duration.  Their  explanation  is  difficult, 
but  it  may  be  that  the  pyrexia  in  such  cases  is  dependent 
upon  the  inflammatory  process  in  the  wound  track,  and 
more  especially  in  that  in  the  lung,  and  that  the  layer  of 
fibrin  coating  the  pleural  surfaces  prevents  the  infection 
reaching  the  pleural  fluid.  Care  must  always  be  taken  in 
considering  the  diagnostic  significance  of  pyrexia  that  it  is 
not  due  to  some  associated  complication,  such  as  purulent 
bronchitis,  contralateral  pleurisy,  pneumonia,  or  peri- 
carditis, although  all  such  complications  are  much  more 
liable  to  occur  in  infected  than  in  sterile  haemothorax. 
The  rarity  of  pulmonary  inflammation  in  the  compressed 
lung  on  the  side  of  the  haemothorax  should  always 
suggest,  if  symptoms  are  urgent,  that  infection  of  the  fluid 
is  present  rather  than  pneumonia,  although  the  physical 
signs  may  be  such  as  to  render  diagnosis  difficult.  In  all 
such  cases  there  should  be  no  delay  in  making  an  ex- 
ploratory puncture,  as  it  is  essential  for  the  successful 
treatment  of  infected  haemothorax  that  the  cases  should 
be  recognized  as  early  as  possible. 

Treatment. 

In  sterile  haemothorax,  if  the  amount  of  the  bloody 
effusion  is  small,  there  is  no  need  for  any  special  active 
treatment ; such  cases  do  well,  although  their  progress 
may  sometimes  be  slow.  If  the  effusion  is  at  all  large  in 
amount — that  is,  the  dullness  reaching  above  the  angle  of 
the  scapula — the  fluid  should  be  removed  by  aspiration 
about  the  end  of  the  first  week  after  the  wound.  In  a few 
cases  earlier  aspiration  may  be  required  to  relieve  distress 
arising  mechanically  from  the  amount  of  fluid  present, 
j Aspiration  with  oxygen  replacement  is  better  than  simple 
aspiration,  since  by  this  method,  with  suitable  local  anaes- 
thetics, the  operation  can  be  carried  out  without  discomfort 
to  the  patient  and  without  any  of  the  symptoms  that  so 
commonly  occur  in  ordinary  aspiration,  and  not  infrequently 
prevent  by  their  urgency  the  completion  of  the  procedure. 
Further,  with  oxygen  replacement  practically  all  the  fluid 
present  in  the  chest  can  be  removed  at  one  sitting ; this  is 
rarely  feasible  with  ordinary  aspiration,  where  the  develop- 
ment of  such  symptoms  as  a sense  of  constriction,  distress, 
cough,  etc.,  occurs  before  all  the  fluid  has  been  removed. 
These  unpleasant  symptoms  develop  as  a consequence  of  a 
too  sudden  change  in  the  intrapleural  pressure  resulting 
from  the  rapid  removal  of  fluid,  together  with  incomplete 
adjustment  owing  to  incomplete  expansion  of  the  lung. 
Different  patients  vary  considerably  in  the  degree  of  their 
tolerance  of  pleural  pressure  changes,  and  these  are  neces- 
sarily much  influenced  by  the  degree  and  rapidity  with 
which  the  lung  re-expands.  With  an  oxygen  replacement 
apparatus  a measured  quantity  of  oxygen  at  any  desired 


pressure  can  be  introduced,  and  thus  violent  and  sudden 
changes  in  the  intrapleural  pressure  are  avoided. 

For  practical  purposes  it  is  not  necessary  to  measure 
accurately  the  intrapleural  pressure;  it  is  sufficient  to 
regulate  the  introduction  of  oxygen  by  the  presence  or 
absence  of  symptoms.  The  aspiration  of  the  fluid  should 
be  temporarily  stopped  when  distress  or  a sense  of  con- 
striction is  first  noticed  by  the  patient;  if  the  symptoms  do 
not  subside  at  once,  a small  quantity  of  oxygen  from  the 
oxygen  replacement  appai’atus  (Parry  Morgan  or  other) 
should  be  allowed  to  flow  into  the  pleural  cavity.  Then 
with  the  relief  of  all  distress,  a further  quantity  of  the 
fluid  can  be  aspirated  and  the  process  continued  until  the 
operation  is  completed.  The  patient  is  left  at  the  end 
of  the  aspiration  with  a small  quantity  of  oxygen  in  the 
pleura — for  example,  200  to  500  c.cm.  at  a pressure  con- 
siderably less  than  the  pressure  of  the  haemothorax,  but 
still  appreciably  above  the  normal  pleural  pressure.  The 
oxygen  is  gradually  absorbed  in  the  course  of  the  following 
week,  but  it  is  remarkable  that  many  days  are  required 
for  the  pleura  to  absorb  even  small  quantities  of  gas,  and 
this  slow  absorption  is  probably  due  to  the  coating  of  the 
parietal  and  visceral  pleura  with  fibrin,  as  it  is  in  remark- 
able contrast  to  the  rapid  absorption  of  air  that  is  known 
to  occur  after  opening  the  normal  pleura. 

Free  drainage  is  required  in  all  cases  of  infected  haemo- 
thorax, and  it  is  of  the  utmost  importance  that  this  should 
be  provided  as  early  as  possible,  as  the  organization  of  the 
deposit  of  lymph  on  the  visceral  pleura  produces  a great 
impediment  to  the  rapid  expansion  of  the  lung  after  the 
removal  of  the  fluid,  and  this  organization  proceeds  rajiidly 
in  cases  where  delay  in  operating  takes  place.  Removal 
of  the  infected  fluid  by  free  drainage  is,  however,  not 
sufficient  treatment  in  all  cases ; the  inflammation  in  the 
pleural  sac  and  the  septic  clots  must  be  treated  by  the 
local  application  of  some  efficient  antiseptic,  applied  either 
by  periodical  washing  out  of  the  cavity  or  else  by  the 
instillation  method  and  the  Carrel-Dakin  technique  that 
is  now  so  much  used.  If  the  cavity  is  treated  by  washing 
out,  care  must  be  taken  to  avoid  raising  the  intrapleural 
pressure.  Septic  clots,  often  of  considerable  size,  can  be 
removed  with  success  by  this  method.  Receutly  the 
Carrel-Dakin  technique  has  been  applied  with  success  to- 
cases  of  infected  haemothorax,  and  a few  cases  have 
already  been  so  successfully  treated  that  the  operation 
wound  required  for  the  excision  of  the  rib  has  been  closed 
by  secondary  suture  before  the  evacuation  of  the  patient 
to  England. 

Two  difficulties  are  met  with  in  practice  in  cases- 
of  haemothorax.  In  one  group  of  cases,  although  the 
pyrexia  and  the  patient’s  general  condition  suggests  the 
presence  of  infection,  bacteriological  examination  does  not 
confirm  this.  In  another  series  of  cases  organisms  are 
detected  in  the  fluid,  but  there  is  little  or  no  pyrexia,  and 
the  patient  does  not  seem  to  be  very  ill.  It  is  probable 
that  some  of  the  cases  falling  into  this  second  group 
recover  after  simple  aspiration,  but  their  convalescence  is. 
often  very  slow,  and  certainly  in  some  instances  such 
cases  develop  serious  and  even  urgent  symptoms.  For 
these  reasons  it  is  advisable  to  excise  a portion  of  rib  and 
procure  free  drainage  in  all  cases  of  haemothorax  where  the 
bacteriological  examination  reveals  the  presence  of  patho- 
genic organisms,  even  if  the  clinical  condition  of  the 
patient  is  not  such  as  to  suggest  infection.  As  regards  the 
first  group,  the  position  is  more  difficult,  but  it  is  probably 
wiser  to  delay  opening  the  pleura  until  proof  of  infection 
in  the  fluid  is  obtained,  as  the  pyrexia  and  even  the  other 
symptoms  may  have  some  other  origin ; it  is  a serious 
matter  to  open  a sterile  haemothorax  in  view  of  the  possi- 
bility of  secondary  infection. 

Care  must  be  taken  iu  selecting  the  site  for  excision 
of  a portion  of  rib  to  provide  really  efficient  drainage,  and 
the  fact  that  the  diaphragm  is  abnormally  high  in  these 
cases  must  be  borne  in  mind,  as  otherwise  the  opening  will 
be  made  too  low  down. 

In  some  instances  the  wound  of  entry  or  exit  com- 
municates more  or  less  directly  with  the  pleural  cavity  and 
fluid  in  variable  quantity  drains  from  it ; this  drainage  is 
rarely  satisfactory  or  sufficient,  and  such  cases  require  a 
counter  opening  in  a suitable  situation  to  really  drain  the 
effusion. 
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It  lias  long  been  recognized  that  a number  of  diseases  are 
peculiar  to,  if  not  confined  to,  warm  climates.  Many 
hypotheses  in  explanation  of  this  circumstance  have  been 
advanced,  but  it  is  only  of  late  years — only  since  we  have 
been  able  to  recoguize  the  germ  causes  of  many  of  these 
diseases,  or  the  media  by  or  in  which  they  are  conveyed— 
that  it  has  become  possible  to  arrive  at  the  true  ex- 
planation. Almost  without  exception,  tropical  diseases — 
that  is  to  say,  those  diseases  which  require  for  their  sue 
cessful  propagation  a warm  climate — are  caused  either 
by  a ‘protozoal  organism  or  by  a helminth,  which,  in 
their  turn,  in  order  to  pass  from  one  vertebrate  host  to 
another,  demand  either  an  animal  vector  peculiar  to  warm 
climates,  or  require  a warm  medium  in  which  to  qualify 
for  such  passage.  Hence,  although  tropical  disease  once 
acquired  can  run  its  usual  course  even  if  the  person 
remove  to  a cold  or  even  frigid  climate,  that  person  cannot 
spread  the  disease  there,  nor,  under  natural  conditions,  can 
the  disease  be  acquired  there.  On  the  other  hand,  bacterial 
diseases  may  be  acquired  and  spread  in  any  climate,  as 
the  germs  in  their  passage  from  one  human  host  to  another 
do  not  necessarily  demand  any  special  animal  inter- 
mediary, nor  are  they  destroyed  in  their  passage  by 
ordinary  temperatures.  In  the  following  summary  re- 
lating to  British  contributions  to  tropical  medicine 
bacterial  diseases  are  therefore  not  considered.  It  is  true 
such  bacterial  diseases  as  leprosy,  cholera,  and  plague  are 
often  referred  to  as  tropical  diseases,  but  a little  considera- 
tion— a little  investigation  into  their  history  and  geo 
graphical  range — will  show  that  they  have  no  more  claim  to 
be  considered  tropical  diseases  than  have  tuberculosis  or 
syphilis. 

Malaria. 

Although  a number  of  contributions  of  considerable 
importance  in  tropical  pathology  had  been  made  by  British 
as  well  as  by  other  investigators  prior  to  1880  there  can  be 
no  question  that  it  was  the  discovery  by  Laveran  of  the 
malarial  parasite,  in  the  November  of  that  year,  that  has 
led  to  the  recent  rapid  and  remarkable  development  in 
tropical  medicine.  It  was  some  time  before  the  value  of 
Laveran’s  discovery  was  recognized,  or  the  nature  of  the 
organism  concerned  and  the  significance  of  its  various 
phases  determined.  Golgi  made  an  important  advance  in 
these  respects  by  working  out  the  morphological  features 
of  the  tertian  and  quartan  parasites,  and  of  what  is  now 
known  as  the  schizogony  or  asexual  phase.  Further 
advances  in  our  knowledge  of  this  part  of  the  life-cycle 
of  the  malarial  parasites  were  also  made  by  other 
Italian  observers;  but  here,  for  the  time  being,  progress 
ceased.  It  may  therefore  be  said  that,  except  as  providing 
an  invaluable  guide  in  diagnosis  and  treatment,  Laveran’s 
discovery  for  more  than  a decade  remained  barren.  It  gave 
no  clue  to  prevention;  it  did  not  tell  us  in  what  way  malarial 
infection  was  acquired,  nor  did  it  explain  its  peculiar 
geographical  and  topical  distribution  and  limitation. 

As  the  development  towards  sexual  maturity — a biological 
necessity  for  the  malaria  parasite  as  for  all  animal  para- 
sites— had  never  been  traced  in  the  human  body,  it  follows 
that  to  effect  this  necessary  development  escape  from  the 
human  body  is  essential.  Neither  Laveran  nor  Golgi’s 
observations  had  filled  in  this  important  gap  in  the  life- 
history  of  the  parasite. 

Golgi,  it  is  true,  had  made  out  the  significance  of  certain 
phases  of  the  parasite  as  seen  in  the  circulation;  he 
showed  in  what  way  the  invading  organism  multiplied 
after  it  had  obtained  entrance  into  the  human  body,  but 
neither  lie,  nor  any  of  his  co-workers,  had  grasped  the 
significance  of  certain  additional  phases  also  represented 
in  the  blood,  and  more  especially  manifested  on  the  micro- 
scope slip — that  is  to  say,  in  blood  after  its  removal  from 
the  human  body. 

Perhaps  the  most  striking  feature  in  connexion  with  the 
malarial  parasite  as  observed  under  the  microscope  is  the 
ao-called  “flagellated  body.”  This  squirming,  wriggling, 


many- armed  organism  had  long  been  a puzzle  to  the 
naturalist  as  well  as  to  the  pathologist.  Some  got  over  the 
difficulties  of  its  explanation  by  pronouncing  it  to  be  a 
moribund  or  effete  form  of  the  parasite  in  its  death  agony. 
It  had  been  observed  that  this  flagellated  body  shows 
itself  only  in  blood  that  had  been  for  some  time  on 
the  microscope  slip — that  is  to  say,  after  the  parasite 
had  been  removed  from  the  human  body.  It  had  never 
been  seen  in  quite  newly-drawn  blood.  Its  development 
had  been  witnessed  over  and  over  again  from  certain  intra- 
corpuscular  forms  of  the  parasite,  but  only  after  the  blood 
containing  these  forms  had  been  in  the  field  of  the  micro- 
scope for  a considerable  period.  This  fact  of  the  flagel- 
lated body  coming  into  existence  as  such  only  when  the 
parasite  from  which  it  was  evolved  had  left  the  human 
body  suggested  to  the  writer  that  its  function  lay  outside 
the  human  body,  and,  if  so,  that  it  was  the  early  extra- 
corporeal phase  of  the  parasite  and,  if  we  may  use  the 
expression,  designed  for  its  passage  from  one  human  host 
to  another.  But,  assuming  that  such  was  the  case,  it 
remained  to  explain  how  an  organism,  which  while  still  in 
the  body  was  invariably  included  in  a red  blood  cell,  could 
spontaneously  and  by  its  own  efforts  escape  from  the 
human  bod)'.  Such  a feat  on  the  part  of  a passive 
organism  was  inexplicable.  I was  driven  to  the  conclusion 
that  if  this  phase  of  the  malarial  parasite  were  really  the 
first  stage  in  its  development  outside  the  human  body  some 
extraneous  agency  must  act  as  liberator.  The  question 
then  came  to  be  what  this  extraneous  agency  might  be. 

Many  years  before  the  writer  had  shown  that  in  the 
case  of  another  blood  parasite — Filaria  bancrofti  (the 
Filaria  sanguinis  hominis  of  Lewis) — the  mosquito  acted 
as  a liberating  and  also  as  a fostering  agent,  impressed 
by  the  close  parallelism,  as  regards  their  respective 
physical  conditions  and  necessities,  between  the  malaria 
parasite  and  the  filaria — the  one  being  imprisoned  in  a 
blood  corpuscle  and  powerless  to  escape,  the  other,  the 
sheath-included  and  equally  helpless  filaria — as  well  as 
their  respective  biological  necessities,  he  thought  that  the 
same,  or  a similar  liberating  agency  might  be  operative  in 
both  instances.  An  additional  circumstance  pointing  to 
such  a hypothesis  was  that  both  parasites  are  limited  in 
geographical  range  to  warm  climates.  On  these  considera- 
tions it  was  concluded  that  as  the  mosquito  had  been  proved 
to  be  the  liberating  agent  in  the  case  of  the  filaria,  it 
might  be,  and  probably  was,  the  liberating  agent  in  the 
case  of  the  malarial  parasite,  and  therefore  that  the  first 
phase  of  the  malarial  parasite  outside  the  human  body  had 
to  be  passed  in  this  insect.  I formulated  this  hypothesis 
in  the  British  Medical  Journal  of  December  8th,  1894. 
Unfortunately,  circumstances  made  it  impossible  for  me  to 
follow  up  the  fate  of  the  flagellated  body  in  the  mosquito, 
but  Sir  Ronald  Ross,  who  was  then  in  England,  was  so 
impressed  with  the  probability  of  my  hypothesis  being 
correct,  that  on  his  return  to  India  in  1895  he  set  to  work 
to  endeavour  to  establish  it.  After  many  years  of  intense 
application  and  in  the  face  of  many  difficulties,  he  suc- 
ceeded in  tracing  the  malarial  parasite  into  the  stomach  wall 
of  certain  “ dapple- winged  ” (Anopheles)  mosquitos.  In  con- 
sequence of  difficulties  in  procuring  material  and  suitable 
human  subjects  for  observation  and  experiment,  he  trans- 
ferred his  attention  to  a malaria-like  parasite  (proteosoma) 
of  birds.  In  these  he  succeeded  in  tracing  the  develop- 
ment of  the  parasite  in  the  stomach  wall  of  Culex 
mosquitos,  and  thence  into  the  salivary  glands  and 
saliva  of  the  insects,  and  by  experiment  showed  that 
such  insects  were  capable  of  conveying  the  infection 
to  hitherto  immune  birds.  -Ross’s  observations  were 
quickly  confirmed  by  Daniels,  Christophers  and  Stephens, 
Grassi,  and  many  others.  Grassi  recognized  Ross’s 
“ dapple- winged  ” mosquito  as  belonging  to  the  anoplie- 
lines,  and  showed  conclusively  that  certain  members  of 
this  family  of  mosquitos  were  efficient  transmitters 
of  malaria.  Ross  had  not  ascertained  what  exactly 
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happened  to  the  malarial  parasite  immediately  after 
ingestion  by  the  mosquito,  and  while  still  in  the  lumen 
of  the  insect’s  stomach,  which  enabled  it  to  pass  into 
the  tissues  of  the  stomach  wall.  An  American  observer — 
Macailum — tilled  in  this  gap.  He  showed  that  the  flagel- 
lated body  of  halteridium,  another  malaria-like  parasite 
of  birds,  was  the  male  parasite,  that  the  flagella  it  pro- 
duced functioned  as  spermatozoa,  that  when  they  broke 
away  in  the  blood  in  the  stomach  of  the  mosquito  they 
entered  a female  parasite,  inducing  therein  a development 
that  eventuated,  while  the  female  was  still  in  the  stomach 
of  the  insect,  in  the  formation  of  that  “ travelling 
vermicule,”  which  penetrated  the  stomach  wall  and  therein 
entered  on  the  development  Ross  had  so  successfully 
traced.  Thus  was  completed  the  history  of  the  life-cycle 
of  the  malarial  parasite  outside  the  human  body,  confirming 
the  mosquito-malaria  hypothesis. 

Although  the  work  of  Laveran  and  Ross  was  accepted 
bv  those  best  competent  to  judge,  and  although  the  direc- 
tion in  which  its  principal  application  should  be  made  was 
evident  to  all  well  informed  tropical  sanitarians,  the  public 
was  by  no  means  convinced  of  its  reliability  or  of  the  im- 
portance of  the  mosquito  as  a diffusing  agent  of  malaria. 
Experiments  on  human  beings  had  succeeded  in  the  hands 
■of  the  Italians  in  demonstrating  that  a mosquito  fed  upon 
a malarial  patient  could,  after  an  interval  of  ten  to  twelve 
days,  convey  malaria  to  hitherto  immune  individuals,  but 
the  public  did  not  appreciate  this,  and  moreover,  as  the 
■experiments  had  been  conducted  in  malarious  countries 
there  was  always  a possibility  that  some  unsuspected  fallacy 
■associated  with  locality  had  crept  in,  seeing  that  other  in- 
fluences which  might  include  the  true  malaria  influence 
were  possibly  operative.  Accordingly,  the  British  Colonial 
Office,  believing  in  and  recognizing  the  importance  of  the 
discoveries  as  bearing  on  the  health  and  prosperity  of 
tropical  countries,  devised  an  experiment  designed  to  con- 
vert the  public  to  the  mosquito-malaria  theory  and  to 
facilitate  in  this  way  practical  measures  based  on  that 
theory.  In  1900  it  sent  to  the  Roman  Campagna  an 
■expedition  consisting  of  Drs.  Sambon  and  Low,  of  the 
London  School  of  Tropical  Medicine  (who  were  subse- 
quently joined  by  an  artist),  with  instructions  to  live  in  a 
mosquito-protected  hut  located  in  a highly  malarious  dis- 
trict of  that  highly  malarious  region  during  the  most 
malarious  season  of  the  year,  protected  at  night  only,  and 
by  wire  gauze  covering  only,  from  mosquito  attack. 
Although  the  people  about  them  were  heavily  affected 
with  malaria  these  observers,  relying  solely  on  mosquito 
protection,  remained  in  perfect  health.  At  the  same  time 
mosquitos  infected  in  Rome  with  malarial  parasites  were 
sent  to  London  by  the  same  observers,  and  were  there 
fed  on  two  Englishmen  who  had  never  been  expiosed  to 
malarial  influences,  or  been  in  malarious  countries,  with  the 
result  that  both  these  men  contracted  malarial  fever  and 
showed  malarial  parasites  in  abundance  in  their  blood.  This 
erucial  experiment  was  accepted  by  the  most  sceptical  as 
conclusive  proof  of  the  mosquito-malaria  theory. 

It  was  long  before  Laveran’s  discovery  was  appreciated 
in  England,  but  it  made  way  by  degrees,  and  its  signifi- 
cance and  importance  became  thoroughly  apprehended  by 
a few.  It  may  be  said  that  it  led  more  or  less  directly  to 
the  establishment,  at  the  instance  of  the  late  Mr.  Joseph 
■Chamberlain,  of  our  schools  of  tropical  medicine,  wherein 
large  numbers  of  post-graduate  students  destined  for 
■service  in  tropical  countries  were  taught  haematology  and 
the  study  of  the  blood  parasites  generally.  These  students, 
well  taught  in  blood  examination  with  high  powers  of 
the  microscope,  were,  as  a result  of  this  training,  not  only 
more  efficient  practitioners  but  before  long  were  instru- 
mental in  discovering  other  pathogenic  organisms  of 
importance  in  tropical  pathology.  Some  of  these 
■discoveries  may  be  referred  to. 

Trypanosomiasis. 

Forde,  a former  student  of  the  London  School  of 
Tropical  Medicine,  found  in  the  blood  of  an  Englishman 
living  in  the  Gambia  and  suffering  from  an  irregular 
fever  an  organism  the  nature  of  which  he  failed  to 
recognize.  He  showed  it  to  Dutton,  an  emissary  of  the 
Liverpool  School  of  Tropical  Medicine,  who  recognized 
at  to  be  a trypanosome,  and  named  it  Trypemosoma 
gambiense.  Sir  David  Bruce,  Nabarro,  and  many  others 
■definitely  linked  up  the  trypanosome  of  Forde  and  Dutton 
with  sleeping  sickness  as  cause  and  effect.  The  parasite 


having  been  discovered  and  its  association  with  sleeping 
sickness  confirmed,  it  became  a matter  of  importance  to 
ascertain  in  what  way  the  infection  was  conveyed.  Just 
as  happened  in  the  case  of  the  malarial  parasite,  some 
antecedent  observations  led  to  the  clearing  up  of  this 
point.  Many  years  before  Forde  and  Dutton’s  discovery 
Lewis  described  a similar  organism  ( Trypanosoma  lewisi) 
as  a frequent  parasite  in  the  blood  of  the  rat.  Apparently 
this  parasite  of  the  rat  was  non-pathogenic.  Not  long 
afterwards  Evans  found  a similar  parasite  in  the  blood  of 
equines,  bovines,  and  other  domestic  animals,  in  associa- 
tion with,  and  as  the  undoubted  cause  of,  the  deadly 
disease  known  in  India  as  “ surra.” 

In  1894  Sir  David  Bruce  investigated  in  Zululand  the 
disease  known  in  South  Africa  as  “ fly  disease,”  an  epi- 
zootic extensively  prevalent  among  and  fatal  to  domestic 
animals  in  South  Africa  and  other  parts  of  that  continent, 
and  therefore  of  great  economic  importance.  He  very 
soon  found  a trypanosome  ( Trypanosoma  brucei)  in  the 
blood  of  the  stricken  animals  and  also  in  the  wild  game  of 
the  infected  districts,  and  confirmed  the  popular  belief 
that  the  disease  was  conveyed  by  the  bite  of  the  tsetse  fly 
— Glossina  morsitans — one  of  several  species  belonging  to 
a genus  of  biting  flies  peculiar  to  Africa. 

In  the  light  of  this  antecedent  knowledge  it  was  not 
long  before  Bruce  and  his  colleagues  in  Uganda  were  able 
definitely  to  link  up  sleeping  sickness  and  its  parasite  with 
another  species  of  tsetse  fly,  Glossina  palp  alls,  very  pre- 
valent in  the  afflicted  sleeping  sickness  areas.  Observa- 
tions on  the  topical  distribution  of  the  fly  and  of  sleeping 
sickness  confirmed  the  conclusions  arrived  at  by  experi- 
ment on  the  lower  animals — some  of  which  were  found  to 
be  susceptible  to  the  infection,  and  to  be  liarbourers  of  the 
parasite  even  under  natural  conditions. 

Bruce  at  first  supposed  that  the  fly  transferred  the 
trypanosome  directly  and  in  a mechanical  way  on  its 
blood-fouled  proboscis  from  the  infected  to  the  uninfected, 
just  as  the  lancet  inoculates  the  vaccine  virus;  but  a 
German  (Kleine)  showed  that  although  such  might  be  the 
case  in  a small  proportion  of  instances,  and  for  a short 
time — twenty-four  hours — after  the  fly  had  bitten,  in  the 
majority  of  cases  the  parasite  was  conveyed  only  after  it 
had  undergone  developmental  changes  in  the  fly — changes 
which  require  some  eighteen  days  to  complete,  and  which 
eventuate  in  a proportion  of  flies  becoming  permanently 
infective.  Miss  Muriel  Robertson,  who  had  previously 
made  important  contributions  in  the  morphology  and  life- 
history  of  the  trypanosomes  of  some  of  the  lower  animals, 
confirmed  Kleine’s  observations,  and  also  considerably 
expanded  them  by  showing  that  it  was  only  during  a par- 
ticular period  in  the  recurring  cyclical  multiplication  of 
the  trypanosome  in  the  circulation  of  the  vertebrate  host 
that  it  could  be  efficiently  conveyed  to  its  intermediary  the 
tsetse  fly.  Further,  this  talented  protozoologist  traced  the 
development  of  the  parasite  in  this  insect  through  its 
various  phases  in  its  passage  from  the  alimentary  canal  to 
the  salivary  glands  and  thence  to  the  vertebrate.  Con- 
currently with  investigations  into  the  life-history  of  the 
trypanosome  others  were  directed  to  ascertaining  the 
topical  distribution  and  bionomics  of  Glossina  palpalis, 
notably  by  Hodges  and  Bagsliawe. 

For  some  time  it  was  believed  that  man  was  subject  to 
only  one  of  the  considerable  number  of  trypanosomes  now 
known  to  affect  the  vertebrates,  but  recent  discoveries 
have  shown  that  he  is  subject  to  invasion  by  at  least  two 
other  members  of  the  group  equally,  if  not  more,  dangerous 
— namely,  Trypanosoma  cruzi,  an  American  species  which 
so  far  has  not  been  studied  specially  by  British  observers, 
and  Trypanosoma  rhodesiense.  The  discovery  of  this 
latter  trypanosome  we  owe  to  Stephens  and  Fantham.  It 
appears  to  be  confined  to  Rhodesia,  particularly,  but  not 
entirely,  to  the  north  of  the  Zambesi.  Morphologically  it 
resembles  Trypanosoma  brucei,  if  it  be  not  identical  with 
that  trypanosome,  and  like  Tryptanosoma  brucei  is  trans- 
mitted, as  shown  by  Kinghorn  and  Yorke  and  others,  by 
Glossina  morsitans. 

Much  attention  has  been  given  by  British  workers  to 
the  symptomatology  and  morbid  anatomy  of  sleeping  sick- 
ness. As  regards  the  latter,  the  most  important  observa- 
tions are  those  of  Mott,  who  has  shown  that  the  nervous 
symptoms  of  the  disease  are  the  result  of  an  extensive 
small-cell  infiltration  of  the  perivascular  connective  tissue 
of  the  brain,  very  similar  to  that  occurring  in  general 
paralysis  of  the  insane. 
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Tick  Fever. 

Vandyke  Carter  was  the  first  to  describe  a spirocliaete 
in  association  with  the  relapsing  fever  of  India,  a spiro- 
cliaete  possibly  identical  with  the  Spirochaeta  recurrentis 
of  Obermeyer.  According  to  Mackie,  it  is  transmitted  in 
India  by  the  louse.  Livingstone  and  Sir  John  Kirk  had 
called  attention  many  years  ago  to  a fever  prevalent  in 
particular  parts  of  Portuguese  East  Africa  (notably  Tete 
on  the  Zambesi)  which  was  attributed  locally  to  the  bite 
of  the  carrapata,  a tick  having  bug  like  habits.  It  was 
reserved  for  Milne  and  Ross  in  Uganda  and  Dutton  and 
Todd  on  the  Congo  to  show  that  this  African  carrapata 
disease  is  a relapsing  fever,  and  that  it  is  caused  by  a 
spirocliaete — Spirochaeta  duttoni — which,  in  its  turn,  is 
transmitted  from  man  to  man  by  the  bite  of  the  tick 
Ornithodorus  mouhaia  ; and,  further,  that  it  can  be  trans- 
mitted not  only  by  the  tick  originally  infected  but  also  by 
the  progeny  of  that  particular  tick.  At  first  there  was 
some  doubt  as  to  whether  or  not  the  new  spirocliaete  was 
identical  with  that  of  Obermeyer,  but  well  marked  differ- 
ences in  their  respective  pathological  and  clinical  effects 
on  man,  as  well  as  the  experimental  work  of  Kingliorn 
and  Breinl,  showed  that,  although  morphologically  similar, 
they  were  specifically  distinct.  The  life-history  of  the 
spirocliaete  in  the  vertebrate  host  has  been  worked  out 
to  some  extent,  particularly  by  Breinl,  of  the  Liverpool 
School  of  Tropical  Medicine,  and  in  the  tick  by  Sir 
William  Leisliman,  R.A.M.C.  According  to  Breinl,  the 
parasites,  when  they  disappear  from  the  blood  at  the 
crisis  of  the  characteristic  recurring  febrile  paroxysms,  are 
taken  up  and  destroyed  for  the  most  part  by  the  phago- 
cytes ; a proportion,  however,  enter  certain  cells  wherein 
they  coil  up  and,  ultimately,  after  breaking  up  into  a 
number  of  granules,  escape  as  such  from  the  cell  and 
develop  in  the  blood  into  the  spirochaetes  which,  on 
maturing,  give  rise  to  the  succeeding  paroxysm  of  fever. 
As  regards  the  spirochaetes  in  the  tick,  Leisliman-  found 
that  on  entering  the  stomach  they  also  break  up  into 
minute  granules,  which  pass  into  the  cells  of  the 
Malpighian  tubes,  and  thence  into  the  eggs  of  the  tick, 
and  also  into  its  excreta.  Thus  the  parasite  has  double 
opportunity  of  survival,  either  in  the  next  generation  of 
ticks  or  by  passing  out  in  the  excreta  of  the  tick  and  so 
obtaining  access  to  a human  or  other  vertebrate  host 
through  contamination  of  the  wound  it  inflicts  when  the 
tick  next  proceeds  to  feed.  Balfour  has  made  some  very 
interesting  observations  on  the  process  of  granule  forma- 
tion and  discharge  in  the  case  of  a similar  spirocliaete  in 
Sudanese  fowls,  which  tend  to  throw  light  on  what  occurs 
in  Spirochaeta  duttoni,  both  in  the  tick  and  in  the  human 
body. 

Yaws. 

Soon  after  the  discovery  of  the  spirocliaete  of  syphilis  by 
Scliaudinn,  Castellani,  then  of  the  Ceylon  Medical  Service, 
described  a similar  though  different  organism,  Spirochaeta 
pertenuis  (v.  pallidula ) as  the  germ  cause  of  yaws.  His 
observations  have  been  confirmed  and  are  now  generally 
accepted.  The  same  observer  described  another  species 
of  spirocliaete,  Spirochaeta  hronchialis,  as  the  cause  of 
a form  of  chronic  bronchitis  occurring  in  Ceylon,  and 
probably  in  Africa. 

Leishmaniasis. 

Medical  men  in  India  and  elsewhere  have  long  been 
familiar  with  a form  of  chronic  irregular  fever  associated 
with  great  enlargement  of  the  spleen  and  liver.  It  is  a 
deadly  disease.  In  parts  of  India — Assam,  for  example — 
where  it  is  especially  prevalent  and  is  called  kala-azar,  it 
is  a serious  matter,  having  swept  away  a large  part  of  the 
population  of  some  districts,  and  is,  or  was,  spreading 
steadily  as  an  epidemic  over  a large  part  of  the 
Brahmaputra  valley.  The  disease  was  generally  rele- 
gated to  the  malarial  group,  although  some  observers, 
being  struck  with  the  absence  in  this  febrile  spleno- 
megaly of  the  three  pathognomonic  marks  of  malaria 
— namely,  tertian  or  quartan  periodicity,  amenability 
to  treatment  with  quinine,  and  the  presence  of  the 
malarial  parasite  or  its  product,  haemozoiu,  in  the 
blood — refused  to  acknowledge  its  malarial  nature. 
Several  commissions  sent  by  the  Government  in  India 
to  ascertain  the  exact  nature  of  the  disease  completely 
failed  to  establish  its  etiology.  Some  of  us  thought  that 
kala-azar  might  possibly  be  due  to  some  parasite  similar 
to  the  trypanosome,  at  that  time  recently  discovered  in 
association  with  a chronic  irregular  fever  and  sleeping 


sickness.  Sir  William  Leislmiau  in  1902,  aud  again  in 
1903,  almost  simultaneously  with  Donovan,  found  in  the 
spleen,  in  cases  of  Indian  febrile  splenomegaly,  a minute 
oval  body  possessing  two  nuclear  masses,  one  spherical  or 
oval  and  relatively  of  considerable  sizev  the  other  linear 
or  bacilliform  and  very  minute.  Extended  investigations 
have  shown  that  these  oval  bodies  are  present  in  the 
spleen,  liver,  bone  marrow,  and  elsewhere  in  every  case 
of  kala-azar,  and  that  they  are  characteristic  and  the  cause 
of  this  deadly  disease,  which,  as  we  now  know,  is  by  no- 
means  confined  to  India.  Attempts  at  cultivation  on 
bacteriological  lines,  that  is  to  say  in  warm  media,  were 
unsuccessful.  Later,  however  (in  1904),  Sir  Leonard 
Rogers  ascertained  that  if  these  Leisliman  - Donovan 
bodies,  as  they  came  to  be  called,  were  kept  at  ordinary 
tropical  atmospheric  temperatures,  about  22°  Centigrade, 
in  a sodium  citrate  solution,  they  underwent  a remarkable 
development,  first  multiplying  by  division  and  later  on 
developing  into  flagellated  herpetomonas  forms.  This 
discovery  indicated  that  the  parasite  is  capable  of  living 
outside  the  human  body,  it  may  be  in  some  cold-blooded 
animal,  such  as  an  insect  or  other  intermediary.  From 
the  point  of  view  of  prevention,  it  is  extremely  important 
that  the  life-history  of  Leishmania  donovani  be  com- 
pleted. In  endeavouring  to  attain  this  desirable  end 
workers  must  not  allow  themselves  to  be  too  much 
obsessed  by  the  fact  that  in  the  similar  parasites  of 
malaria,  of  trypanosomiasis,  of  spirochaetosis,  as  well  as 
those  of  yellow  fever  and  of  dengue,  an  arthropod  inter- 
mediary is  essential  in  their  life-history.  Possibly 
Leishmania  requires  such  a vector  and  intermediary ; 
analogy  certainly  suggests  this,  but  suggestion  is  not 
proof.  The  recent,  and  to  my  mind  very  important, 
observations  of  Laverau  and  Fantham  and  Porter  have 
shown  that  similar  flagellated  organisms — proper  to  in- 
sects, etc. — can  be  transmitted  both  by  inoculation  and  by 
the  mouth  to  warm-blooded  vertebrates  and  flourish  in 
them,  such  transmission  being  by  no  means  in  every 
instance  a biological  necessity  for  these  parasites.  It  is 
true  that  Patton  has  succeeded  in  tracing  the  development 
of  Leishmania  donovani  up  to  a point  in  the  bed-bug,  but 
so  far  his  observations  have  not  been  accepted  as  con- 
clusive that  the  bug  is  the  transmitter  or  a necessary 
agent  in  the  life-history  of  Leishmania. 

Not  long  after  the  discovery  of  the  Leishman-Donovan 
body  in  kala-azar  similar  parasites  were  found  by  Wright 
in  Oriental  sore,  of  which  troublesome  form  of  ulceration 
they  are  undoubtedly  the  germ  cause.  Still  more  recently 
similar  bodies  have  been  found  in  a variety  of  other 
ulcerative  affections  in  tropical  America  and,  by  Chris- 
toplierson,  in  the  Sudan,  one  of  them,  Espundia,  being  a 
very  grave  disease  indeed. 

Yellow  Fever  and  Dengue. 

There  are  two  fevers  peculiar  to  warm  climates  which, 
though  differing  very  much  as  regards  gravity,  have  in 
some  respects,  both  etiologically  and  clinically,  many 
features  in  common.  I refer  to  yellow  fever  and  dengue. 
(1)  Their  respective  germs  exist  in  the  blood  and  are 
ultramicroscopic ; (2)  their  germs  are  conveyed  to  man  by 
the  same  species  of  mosquito,  Stegomyia  calopus  ; (3)  one 
attack  confers  absolute  or  relative  immunity;  (4)  in  both 
there  is  a primary  fever  and  generally  a secondary  fever ; 
(5)  in  both  there  is  marked  flushing  of  the  skin,  violent 
headache,  general  aching,  and  a rapidly  attained  high 
temperature  which  is  generally  associated  with  a relatively 
slow  pulse ; the  duration  of  the  primary  fever — three, 
four,  or  five  days — is  about  the  same  in  both.  These 
etiological  and  clinical  features  held  in  common  suggest 
some  kind  of  relationship  as  regards  the  respective  germs. 
Carlos  Finlay  of  Havana  was  the  first  to  endeavour  to 
prove  experimentally  that  yellow  fever  was  conveyed  by 
mosquito  bite,  and  he  distinctly  indicated  Stegomyia 
calopus  as  the  species  concerned.  His  experiments  were 
neither  numerous  nor  convincing,  and  the  subject  was 
dropped  till  the  American  commissioners — Reed,  Carroll, 
Agramonte,  and  Lazear — took  the  matter  up  and  definitely 
established  the  fact  that  yellow  fever  is  transmitted  by 
the  bite  of  Stegomyia  calopus  and,  in  nature,  by  no  other 
means.  The  practical  application  of  this  discovery,  in 
Havana  and  on  the  Panama  Canal  by  Gorgas  and  his  col- 
leagues, and  by  others  elsewhere  in  tropical  America,  has 
led  to  what  must  be  regarded  as  one  of  the  greatest 
triumphs  of  preventive  medicine,  whether  in  the  tropics  or 
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elsewhere.  Any  claim  for  a share  in  this  important 
achievement  that  might  be  advanced  for  British  workers 
can  be  at  most  only  an  indirect  one. 

Fortunately  the  deadly  yellow  fever  has  hitherto  been 
confined  to  tropical  America  and  West  Africa,  extending  to 
Western  Europe  and  parts  of  America  only  at  long  inter- 
vals and  only  during  the  hot  months  of  the  year,  and  even 
then  only  in  circumscribed  epidemics.  Not  so  dengue;  it 
occurs  in  extensive  epidemics  throughout  the  entire  tropical 
and  subtropical  belts,  where  in  certain  places  it  is  more 
or  less  endemic.  Why  yellow  fever  has  not  a similar  dis- 
tribution is  hard  to  explain,  seeing  that  both  diseases  are 
conveyed  by  the  same  Stegomyia  mosquito.  It  is  only 
quite  recently  (1916)  that  Stegomyia  has  been  proved  to  be 
a vector  of  dengue.  For  this  important  piece  of  informa- 
tion we  are  indebted  to  three  Australian  physicians — - 
Burton  Cleland,  Bradley,  and  McDonald.  It  is  true  that 
previous  workers  had  blamed  the  mosquito  as  the  vector 
of  the  germ  of  dengue — notably  Graham  in  Syria  in  1903, 
and,  later,  Ashburn  and  Craig  in  Manila,  but  in  neither 
case  were  the  experiments  satisfactory,  and  it  would 
appear  now  that  the  mosquito  which  they  blamed — 
namely,  Culex  fatigans — is  not  the  only  transmitter,  if  it 
be  a transmitter  at  all.  The  Australian  physicians  referred 
to,  although  they  failed  with  Culex  fatigans , succeeded  in 
communicating  dengue,  under  conditions  which  completely 
excluded  every  possible  source  of  fallacy,  by  infected 
Stegomyia  calopus. 


Pappataci  FeVEPl. 

Pappataci  fever — an  ephemeral  fever  of  approximately 
three  days’  duration  and  regarded  sometimes  in  tropical 
countries  as  a fever  of  acclimatization — has  long  been 
known  to  tropical  practitioners.  Shortly  before  the  part 
played  as  vector  by  Phlebotomus  papatasii  was  known  the 
clinical  characters  and  specific  nature  of  this  fever  were 
described  and  recognized  by  James  in  India  and 
■ McCarrison  in  Chitral.  Subsequently  Birt  confirmed  the 
I discoveries  of  Doerr,  Franz,  and  Taussig  as  regards  the 
part  played  by  Phlebotomus,  and  British  naturalists  have 
worked  out  in  a great  measure  the  bionomics  of  that 
insect. 


Undiffep.entiated  Fevees  of  the  Teopics. 

There  can  be  little  doubt  that  in  addition  to  the  fore- 
going there  are  other  fevers  of  a specific  nature  peculiar  to 
the  tropics,  whose  germ  causes  and  vectors  have  hitherto 
j escaped  detection.  Many  attempts  have  been  made  by 
British  observers,  particularly  Crombie  and  Leonard 
Rogers,  to  classify  these  fevers  on  a clinical  basis,  but 
until  the  germs  or  their  vectors  have  been  recognized,  any 
arrangement  of  this  nature  can  be  regarded  only  as  a 
temporary  one. 

Helminthiases. 


Trematodes. 

Of  late  years  many  additions  have  been  made  to  the 
list  of  trematodes  invading  tropical  mankind,  as  well  as  to 
our  knowledge  of  the  pathological  effects  and  life-histories 
of  the  more  important  of  them.  For  much  of  this  we  are 
indebted  to  British  investigators. 

I may  cite  the  new  West  African  fluke,  Watsonius 
watsoni,  discovered  by  Dr.  Watson  in  1904,  and  since 
found  to  be  not  uncommon  in  certain  parts  of  Nigeria  ; 
Gastrodiscus  hominis,  discovered  by  Lewis  and  McConnell 
in  India  in  1876;  Echinostoma  malayanum,  by  Drs. 
; Macaulay  and  Stanton  in  1911  in  the  Malay  States ; 
j Clonorchis  sinensis,  by  McConnell,  in  1874 ; Opisthorchis 
| noverca,  by  Lewis  and  Cunningham,  in  1872  ; Fasciolopsis 
; buskii,  by  Busk,  in  1843  ; Paragonimus  westermanii,  for  the 
first  time  in  man,  by  Ringer  in  Formosa  in  1880,  its  ova 
having  been  recognized  previously  and  independently  by 
Baelz  and  the  writer  as  a characteristic  feature  in  the 
sputum  of  patients  suffering  from  a somewhat  serious 
form  of  endemic  haemoptysis  occurring  in  Japan,  Korea, 
Formosa,  and  the  Philippines. 

Schistosomiasis. 

These  discoveries,  though  interesting  to  the  helminth- 
ologist, are  of  comparatively  small  importance  to  the 
pathologist,  especially  if  compared  with  the  most  recent 
discoveries  in  connexion  with  that  peculiar  family  of 
trematodes,  the  Scliistosomidae,  including  Schistosoma 
haematobium  (Bilharzia),  Schistosoma  mansoni,  and 
Schistosoma  japonicum. 

Since  Bilharz,  in  Egypt,  in  1851,  discovered  the  parasite 
which  bears  his  name  it  has  been  ascertained  that  this 


trematode  is  widely  distributed  throughout  the  African 
continent,  the  adjacent  islands,  and  in  parts  of  Asia ; that 
in  many  districts  it  is  very  prevalent — for  example,  Lower 
Egypt,  where  it  affects  one- third  and  in  some  places  even 
90  per  cent,  of  the  fellaheen  population;  that  it  is 
the  cause  of  grave  and  even  fatal  disease;  and 
that  it  has  a decidedly  deteriorating  influence  on  the 
general  health  and  therefore  on  the  economic  condition 
of  the  seriously  affected  area.  Its  pathological  effect 
has  been  fairly  exhaustively  studied  of  late  years, 
especially  by  Madden,  Milton,  Sandwitli,  and  others,  and 
the  morphology  of  the  adult  worm  and  its  ova  determined, 
but  the  important  matter  of  its  life-history  and  the 
channels  by  which  it  enters  the  human  body  were  until 
quite  recently  (1916)  either  quite  unknown  or  at  most  mere 
matters  of  speculation.  Dr.  Leiper  x>f  the  London  School 
of  Tropical  Medicine,  by  a series  of  brilliant  observations 
and  successful  experiments,  has  now  completely  filled  in 
this  hiatus  in  our  knowledge,  and  has  thereby  placed  in 
the  hands  of  the  sanitarians  a sure  guide  in  developing 
methods  for  the  prevention  of  a disease  which  hitherto 
has  proved  the  despair  of  the  therapeutist.  The  history 
of  Leiper’s  discoveries  is  interesting,  not  only  as  regards 
the  subject  they  concern  more  particularly,  but  also  as 
once  more  showing  how  what  at  the  time  appears  to  be  a 
discovery  with  relatively  small  bearings  may,  sooner  or 
later,  lead  to  others  of  vastly  greater  importance. 

A chronic  and  very  fatal  disease  characterized  by  en- 
largement of  the  liver  and  spleen,  blood  and  slime  in  the 
stools,  anaemia,  and  ultimately  ascites,  had  been  recognized 
for  a considerable  time  as  endemic  in  certain  parts  of  Japan 
and  China.  Subsequently  the  ova  of  a trematode  were 
found  to  be  a feature  in  the  stools  and  organs  of  such 
cases.  Still  more  recently  Katsurada  found  in  the  liver 
of  cats  f rom  one  of  the  endemic  areas  numerous  schisto- 
somes containing  eggs  identical  to  all  appearances  with 
those  found  in  the  faeces  of  the  human  subjects  of  this 
disease ; and  still  later,  1905,  Catto  found  the  same  parasite 
and  eggs  in  the  organs  of  a Chinaman  who  died  in  Singa- 
pore. The  disease  is  now  known  as  Katayama’s  disease. 
Japanese  observers  have  found  that  its  parasite,  Schisto- 
soma japonicum,  can  be  communicated  to  cats  simply  by 
immersing  them  in  the  water  of  certain  rice  fields  in  the 
endemic  area.  It  was  not  essential  that  the  water  should 
be  swallowed ; simple  immersion  of  part  of  the  body 
of  the  cat  sufficed.  Myari  succeeded  in  infecting 
animals  from  a mollusc  common  in  these  rice  fields. 
He  traced  the  development  of  the  trematode  in  the 
mollusc  and  concluded  that  man  acquired  infection  by 
working  in  the  rice  field,  a conclusion  supported  by  the 
experience  of  Europeans  in  China,  principally  sportsmen 
devoted  to  snipe  shooting,  who,  it  is  to  be  presumed,  had 
acquired  the  disease  in  wading  through  rice  fields  or 
swamps.  Leiper,  impressed  by  these  observations  and 
recognizing  their  possible  bearing  on  bilharzia  disease  of 
Egypt,  applied  for  and  obtained  permission  and  facilities 
from  the  London  School  of  Tropical  Medicine  to  proceed 
to  the  Far  East  to  familiarize  himself  with  and  to  test 
Myari’s  conclusions.  The  latter,  somewhat  modified,  he 
confirmed.  Returning  to  England,  he  placed  the  matter 
before  the  War  Office  authorities,  who,  recognizing  the 
importance  of  bilharzia  disease  to  the  large  body  of  troops 
assembled  in  Egypt,  and  acting  in  concert  with  the 
Medical  Research  Committee,  commissioned  Leiper  to 
proceed  at  once  to  that  country  to  study  locally  the  etiology 
of  bilharziasis  and  to  suggest  measures  for  its  prevention 
and  for  the  protection  of  the  troops.  In  a very  short 
time  Leiper,  assisted  by  Drs.  J.  G.  Thomson  and  Cockin, 
ascertained  that  on  emerging  from  the  terminal-spined 
egg,  opportunity  serving,  the  miracidium  of  Schistosoma 
haematobium  enters  the.  liver  of  a fresh-water  mollusc,  a 
species  of  Bullinus  ( dybowski ),  very  common  in  the  irriga- 
tion canals  of  Egypt,  and  transforms  into  a sporocyst  and 
daughter  sporocysts,  wherein  vast  numbers  of  cercariae 
develop.  The  cercariae  ultimately  escape  into  the  water, 
penetrate — opportunity  offering — the  skin  of  man  or  other 
vertebrate,  and,  dropping  their  tails  in  the  passage,  find 
their  way  into  the  liver  of  the  vertebrate  host,  wherein, 
after  six  to  ten  weeks,  they  attain  sexual  maturity, 
becoming  adult  trematodes,  which,  passing  into  the  veins 
of  the  bladder,  produce  the  characteristic  terminal-spined 
eggs  which  escape  in  the  urine. 

During  these  investigations  Leiper  was  able  to  settle 
another  and  much  disputed  point  in  connexion  with 
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bilharziasis.  It  had  long  been  recognized  that  there  are 
two  types  of  bilharzia  ova,  one  terminal-spined  and  passed 
principally  in  the  urine  and  only  occasionally  in  the  faeces; 
the  other  lateral-spined  and,  practically,  found  exclusively 
in  the  faeces.  Roth  types  of  ovum  were  generally  attributed 
to  the  same  species  of  trematode,  the  difference  in  the 
position  of  the  spine  being  variously  explained.  In  1903 
the  writer,  in  examining  the  faeces  of  an  Englishman 
from  the  West  Indies,  encountered  numerous  lateral- 
spined  ova.  Seeing  that  the  patient  had  never  visited 
Africa  or  any  other  region  where  bilharziasis  was  known 
to  be  endemic,  that  the  urine  contained  no  terminal-spined 
ova,  and  that,  although  thousands  of  examinations  of  the 
urine  must  have  been  made  in  the  West  Indies,  bilharzia 
ova  had  never  been  reported  from  that  part  of  the  world, 
he  suggested  that  the  schistosoma  producing  these  lateral- 
spined  ova  must  belong  to  a species  other  than  that 
producing  terminal-spined  ova.  Sambon,  adding  many 
additional  reasons,  concurred  in  this  view  and  paid 
me  the  compliment  of  naming  the  new  species 
Schistosoma  mansoni.  Looss,  who  considered  that  this 
trematode  did  not  require  an  intermediary,  refused  to 
accept  the  species.  Leiper,  however,  in  the  course  of  the 
investigations  just  referred  to,  found  that  the  mira- 
cidium  of  the  lateral-spined  ova  enters  a species  of 
snail,  Planorbis  boissyi,  quite  distinct  from  the  Bullinus 
favoured  by  the  terminal-spined  ova,  and  that  on  reaching 
the  vertebrate  host  developed  into  a sexually  mature 
schistosoma  anatomically  quite  distinct  from  that  resulting 
from  infection  from  the  miracidium  of  the  terminal-spined 
ovum.  Thus  Schistosoma  haematobium  produces  only  the 
terminal-spined  ova,  and  Schistosoma  mansoni  only  lateral 
spined  ova,  and  are  distinct  species.  Quite  recently  many 
cases  of  lateral-spined  bilharziasis  have  been  reported  from 
the  West  Indies  and  Brazil,  but  never  a case  of  terminal- 
spined  bilharziasis,  so  that  now  there  can  be  no  question 
as  to  the  validity  of  the  new  species  Schistosoma  mansoni. 
In  further  confirmation  of  this  conclusion  Lutz  has  found 
that  a Planorbis  is  its  intermediary  host  also  in  Brazil. 

Dracontiasis. 

Although  the  anatomical  features  of  the  adult  guinea- 
worm  and  of  its  larva  had  been  ascertained,  little  was 
known  of  the  life-history  of  this  formidable  parasite  until 
Fedsclienko  discovered  in  1870 — a discovery  subsequently 
confirmed  by  the  writer — that  the  larva  on  being  passed 
into  water  enters  the  body  of  a fresh-water  cyclops, 
wherein  it  undergoes  extensive  developmental  changes. 
In  1907  Leiper  was  sent  by  the  London  School  of  Tropical 
Medicine  to  West  Africa  to  endeavour  to  ascertain  in  what 
way  the  parasite  after  leaving  cyclops  returns  to  man. 
He  found  that  if  the  infected  crustacean  were  immersed 
in  a weak  (0.22  per  cent.)  solution  of  hydrochloric  acid  (in 
imitation  of  gastric  juice)  the  cyclops  was  immediately 
killed,  whilst  the  included  parasites,  on  the  contrary,  were 
stimulated  to  great  activity,  and  bored  their  way  through 
the  integument  of  the  cyclops.  This  experiment,  he  con- 
jectured, indicated  the  route  likely  to  be  followed  by  the 
guinea-worm  in  nature.  As  confirmatory  experiment  on 
man  was  out  of  the  question,  Leiper  administered  infected 
cyclops  to  a monkey,  and  had  the  satisfaction,  on  the  death 
of  the  monkey  several  months  later  in  England,  of  finding 
three  female  and  two  male  guinea- worms  in  an  advanced 
state  of  development  in  its  tissues.  From  this  we  may 
conclude  that  the  infection  is  acquired  by  man  from 
cyclops- infested  drinking  water  fouled  by  guinea-worm 
carriers.  Efficient  preventive  measures  are  clearly 
indicated  by  this  new  knowledge. 

A scar  is  lumbricoides. 

It  has  been  generally  accepted  that  the  experiments  of 
Davaine,  Grassi,  and  other  Continental  workers  had  proved 
that  the  larvae  in  the  ripe  eggs  of  ascaris  were  hatched 
out  in  the  human  intestinal  canal,  and  therein  imme- 
diately proceeded  to  sexual  maturity.  Quite  recently, 
however,  the  experimental  work  of  Stewart  tends  to  show 
that  the  life-history  of  this  very  common  parasite  may  be 
not  quite  so  simple.  Sambon  already  had  pointed  out 
that  the  papilla  or  beak,  a conspicuous  feature  in  the 
larval  ascaris,  indicated  that  the  little  organism  at  an 
early  stage  of  its  existence  bores  its  way  into  the  tissues. 
Stewart  has  now  shown  that  if  ripe  ascaris  eggs  are  fed 
to  a mouse  many  of  the  larvae  liberated  in  the  intestinal 
canal  pass  to  the  lungs,  and,  if  the  dose  of  eggs  is  large, 


may  even  induce  fatal  pneumonia.  The  complete  bearing 
as  regards  man — the  normal  host  of  Ascaris  lumbricoides 
— of  this  observation  is  not  quite  apparent,  but  it  certainly 
goes  a long  way  to  prove  Sambou’s  view  that,  before  attain- 
ing sexual  maturity,  the  parasite  must  enter  the  tissues  of 
its  human  host. 

Filariasis. 

In  1872  Timothy  Lewis,  in  India,  ascertained  that  the 
larval  filaria  discovered  by  Demarquay  and  Wucherer  in 
pathological  fluids  was  normally  a parasite  of  the  circula- 
tion. lie  called  it  Filaria  sanguinis  hominis.  In  1876 
Bancroft,  in  Australia,  discovered  the  parental  worm, 
Filaria  bancrofti.  Subsequently,  in  1878,  the  writer 
ascertained  that  a Culex  mosquito  served  as  its  inter- 
mediary host,  abstracting  the  microfilaria  from  the  blood 
and  providing  it  with  an  opportunity  for  undergoing 
important  developmental  changes,  during  which  it  increases 
in  size  from  a microscopic  object  to  one  just  visible  to  the 
naked  eye,  and  possessing  an  alimentary  canal  as  well  as 
remarkable  powers  of  locomotion.  In  1900  Low  at  the 
London  School  of  Tropical  Medicine,  and  subsequently 
James  in  India,  made  the  important  discovery  that  at  this 
stage  of  development  the  larval  worm  passes  into  the 
labium  of  the  mosquito’s  proboscis,  and  gets  back  into  man 
direct,  the  old  idea  of  the  mosquito  dying  on  the  water  and 
the  embryos  escaping  into  this  medium  and  so  reaching 
man,  being  thereby,  if  not  absolutely  disproved,  rendered 
improbable.  Noe,  Grassi,  and  Fulleborn  in  the  case  of  the 
allied  parasite  (Filaria  immitis)  of  the  dog,  and  Balir  in 
the  case  of  the  human  parasite,  have  shown  the  exact 
mechanism  of  how  this  takes  place.  Finally,  the  meta- 
morphosed embryos  arrive  at  the  lymphatics,  where 
development  is  completed  and  the  new  generation  of 
embryo  filariae  born. 

When  working  in  China  at  the  life-history  of  the  filaria 
I stumbled  oh  the  phenomenon  known  as  “ filarial 
periodicity.”  The  microfilariae,  I found,  under  normal 
circumstances  come  into  the  general  circulation  in  the 
evening,  increase  in  number  till  midnight,  and  gradually 
disappear  towards  morning,  being  almost  entirely  absent 
from  the  peripheral  circulation  during  the  day,  when, 
as  I subsequently  ascertained,  they  lie  up  in  the  lungs 
and  greater  blood  vessels.  Stephen  Mackenzie  showed 
that  hy  inverting  the  habits  of  the  human  host  as  regards 
the  times  of  sleep  this  periodicity  was  correspondingly 
inverted,  the  filariae  then  coming  into  the  peripheral  cir- 
culation during  the  day  and  disappearing  from  it  at  night. 
For  many  years  it  was  believed  that  this  type  of 
periodicity  was  observed  by  Filaria  bancrofti  embryos  in 
all  countries  and  climates.  It  certainly  applies  in  most 
instances  to  China,  India,  Africa,  and  America,  but  we 
now  know  that  it  does  not  hold  good  for  the  islands  of  the 
Pacific — islands  in  which  filariasis  is  particularly  pre- 
valent. Thorpe  was  the  first  to  notice  this,  and  later 
Lynch  and  others,  especially  Balir,  confirmed  his  observa- 
tion in  Fiji  and  elsewhere. 

A larval  filaria  described  by  Ashburn  and  Craig  in  the 
Philippines  in  1906  under  the  name  of  Filaria  philip- 
pinensis  has  recently  been  proved  to  be  only  an  example 
of  F.  bancrofti,  adults  from  such  cases  being  indis- 
tinguishable from  the  latter.  Further,  Leiper,  after 
careful  study,  has  failed  to  find  any  anatomical  differences 
between  the  adult  worms  from  Fiji  and  those  from  Asia 
and  elsewhere.  It  seems  to  the  writer  that  Balir  may 
have  supplied  the  explanation  of  the  discrepancy  as 
regards  periodicity  between  the  ordinary  and  the  Pacific 
microfilaria.  This  observer  has  shown  that  although  in 
Fiji,  as  elsewhere,  the  night-feeding  Culex  fatigans  is  an 
efficient  intermediary  for  the  filaria,  it  is  not  the  usual  or 
most  efficient  intermediary  in  that  group  of  islands.  In 
Fiji  the  day-feeding  mosquito,  Stegom yi a pseudo-scut cllaris, 
is  not  only  a very  common  insect  but  in  respect  of  efficiency 
as  an  intermediary  for  the  filaria  is  ahead  of  Culex 
fatigans,  and  he  concludes  that  the  filaria  has  partially 
adapted  its  habits  to  those  of  its  favourite  intermediary 
in  the  Pacific,  just  as  it  has  adapted  itself  to  the  habits 
of  Culex  fatigans  and  other  nocturnal  mosquitos,  its 
favourite  intermediaries  in  Asia,  Africa,  and  America.  It 
may  be  suggested  that  the  explanation  might  lie  in  some 
peculiarity  of  climate  or  other  circumstance  peculiar  to 
Fiji  and  the  Pacific  islands  generally  ; but  the  same 
writer  has  shown  that  the  microfilaria  of  coolies  imported 
from  India,  who,  presumably,  had  brought  their  parasites 
with  them  from  their  native  country,  retained  the 
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nocturnal  periodicity  habit  even  after  years  of  residence 
in  Fiji,  whilst  Indians  born  in  Fiji  acquired  the  non-periodic 
filaria  only.  The  point,  however,  is  not  settled,  as  Culex 
fatigans  does  exist  and  can  carry  the  lilaria  in  Fiji. 

Although  in  many  instances  the  lilaria  appears  to  be 
non-pathogenic,  nevertheless,  seeing  that  it  is  apt  in  a 
considerable  proportion  of  instances  to  give  rise  to  serious 
disease,  especially  elephantiasis,  and  that  it  occurs  in  a 
large  proportion  (5  to  75  per  cent.)  of  the  inhabitants  of 
many  tropical  countries,  it  is  a very  important  element  in 
tropical  pathology. 

Many  British  workers  have  studied  the  pathological 
bearings  of  this  parasite,  and  have  definitely  linked  it  up 
as  the  cause  of  lymphangitis,  of  chyluria,  varicose  groin 
and  axillary  glands,  lymph  scrotum,  chylocele,  various 
forms  of  lymphangiectasis  and  of  tropical  elephantiasis, 
and  also  of  fatal  septicaemia  supervening  on  suppuration 
in  abdominal  and  other  seats  of  lymphatic  varix.  Of 
interest  are  the  observations  of  Wise  in  Demarara,  and 
Bahr  in  Fiji,  on  the  cretified  remains  of  effete  filariae  in 
the  lymphatic  glands  and  elsewhere. 

Other  Microfilariae. 

As  opportunity  presented  itself  the  writer  made  syste- 
matic examination  of  the  blood  of  the  natives  of  many 
different  tropical  countries,  and  in  this  way  was  enabled 
to  discover  the  blood-haunting  larval  filariae  of  three 
additional  and  specifically  distinct  nematodes,  namely, 
Filaria  loa,  Filaria  perstans,  and  Filaria  demarquayi. 

The  embryos  of  Filaria  (loa),  the  eye  worm  of  tropical 
West  Africa  and  its  hinterland,  and  the  cause  of  the 
peculiar  condition  known  as  “Calabar  swellings,”  so 
common  in  Europeans  in  those  regions,  and  so  often  mis- 
taken for  erythema  nodosum,  resemble  very  closely  those 
of  Filaria  bancrofti.  It  differs,  however,  from  the  latter 
in  minute  anatomical  details,  and  also  in  observing  an 
exactly  opposite  periodicity,  entering  the  general  circula- 
tion during  the  day  and  disappearing  from  it  at  night. 
This  circumstance  led  the  writer  to  suggest  that  its 
liberating  and  intermediary  host  must  be  a biting  fly  of 
corresponding  habit,  and  as  the  mangrove  fly,  Chrysops 
dimidiata,  was  very  common  and  very  active  during  the 
day  in  the  endemic  districts,  he  suggested  that  it  might  be 
the  intermediary  host,  and  therefore  responsible  for  the 
spread  of  the  parasite.  This  suggestion  has  been  proved 
to  be  correct  by  Leiper,  whose  observations  have  been 
confirmed  quite  recently  by  Kleine  in  the  Cameroons. 

Acanthocheilonema  perstans. 

The  larval  form  of  this  parasite  was  found  in  1891  in 
the  blood  of  a Congo  negro  suffering  from  sleeping  sickness, 
and  subsequently  found  in  many  cases  of  that  disease. 
I concluded  that  it  might  be  the  cause  of  this  condition, 
but  Low  and  others  have  shown  that  this  is  not  so.  We 
now  know  that  it  is  a very  common  parasite  in  West  Africa, 
on  the  Congo,  in  Uganda,  in  British  Guiana,  and  probably 
elsewhere  in  the  tropics.  Daniels  was  the  first  to  find  the 
adult  worm  in  aboriginal  Indians  of  British  Guiana. 

Filaria  demarquayi. 

The  larvae  of  this  species  I found  in  the  blood  of  the 
Caribs  of  St.  Yincent,  West  Indies,  and  subsequently  in 
aboriginals  of  British  Guiana  and  possibly  of  New  Guinea. 
Low  has  shown  that  it  occurs  also  in  others  of  the 
West  Indian  Islands — Dominica,  Trinidad,  and  St.  Kitts. 
He  experimented  with  many  insects  to  determine  the 
intermediate  host,  but  failed  to  find  it.  The  adult  form  was 
discovered  and  described  by  Daniels  in  1898.  Whether  the 
two  last-mentioned  nematodes  produce  any  serious  patho- 
logical effects  has  not  been  absolutely  determined.  It  is 
unlikely  that  they  do  so. 

Sprue. 

Sprue  is  one  of  the  more  important  diseases  of  the 
tropics,  particularly  as  regards  Europeans,  among  whom, 
especially  among  the  older  residents,  it  is  a very  common, 
very  intractable,  and  very  deadly  disease.  It  is  only  of 
late  years  that  its  characters,  symptoms,  and  diagnosis 
have  come  to  be  generally  recognized,  mainly  through  the 
writings  of  Fayrer,  Thin,  myself,  Carnegie  Brown,  Begg, 
Castellani,  and  Bahr.  The  histopathology  of  the  disease 
has  been  well  worked  out  by  British  pathologists.  There 
has  been  much  speculation  about  the  assumed  specific 
cause — bacteria,  hyphomycetes,  and  even  helminths  having 
been  at  different  times  incriminated;  so  far  nothing 
definite  in  this  respect  has  been  arrived  at.  We  are  there- 


fore still  at  a loss  to  indicate  a scientific  prophylaxis  of  a 
disease  which  amounts  to  a positive  curse  in  such  places 
as  Ceylon,  the  Malay  States,  parts  of  India,  of  China,  and 
of  many  other  tropical  countries. 

The  Dysenteries. 

It  is  only  of  late  years  that  anything  approaching  to  a 
scientific  conception  has  been  attained  of  what  is  indicated 
by  the  term  “dysentery.”  Formerly  the  word  was  taken  to 
indicate  one  definite  and  distinct  disease,  but  nowadays 
we  must  regard  it  as  indicating  several  forms  of  colitis 
brought  about  by  a number  of  specifically  distinct  disease 
germs.  Thus  we  have  protozoal  dysenteries  attributable 
to  such  germs  as  the  Entamoeba  histolytica,  the  rpalarial 
parasite,  leishmania,  and  Balantidium  coli ; helminthic 
dysenteries  resulting  from  invasion  of  the  walls  of  the 
colon  by  Schistosoma  japonicum  and  Schistosoma  mansoni ; 
bacterial  dysenteries  produced  by  the  several  members  of 
the  Bacillus  dysenteriae  group,  and  probably  of  other 
bacteria.  Although  most  of  the  original  discoveries  which 
have  enabled  us  to  arrive  at  this  classification  of  the 
dysenteries  are  to  be  attributed  to  workers  other  than 
British,  some  of  them  may  be  fairly  assigned  to  our  fellow- 
countrymen,  especially  those  having  a bearing  on  the  pre- 
vention of  these  diseases,  such  as  the  elucidation  of  the 
part  played  by  dysentery  carriers  and  their  treatment. 

Beri-beri. 

How  many  etiologically  distinct  forms  of  tropical 
multiple  peripheral  neuritis  are  included  under  the  term 
“ beri-beri  ” it  is  at  present  difficult  to  say  ; probably  there 
are  several.  If  we  confine  the  term  to  that  form  of 
endemic  multiple  peripheral  neuritis  occurring  in  the 
Malay  archipelago,  China,  and  Japan,  evidence  is  rapidly 
accumulating  that,  if  it  be  not  the  only  and  sole  cause 
of  the  disease,  a dietary  deficient  in  the  vitamines 
essential  for  healthy  nutrition  has  much  to  do  with  it. 
Although  the  initial  observations  which  have  led  to  this 
conclusion  are  to  be  credited  to  a Dutch  physician— 
Eijkman — much  has  been  done  by  British  workers  in 
narrowing  the  field  for  observation  and  in  giving  precision 
to  conclusions.  The  observations  of  Eijkman  on  beri-beri 
in  the  Dutch  East  Indies  distinctly  indicated  that  in  some 
way  or  other  the  disease  was  associated  with  a particular 
kind  of  prepared  rice.  Later  Braddon  insisted  on  this ; 
and  although  his  explanation  of  the  modus  operandi 
of  the  rice  factor  was  not  the  right  one,  yet  his 
insistence  led  to  careful  and  fruitful  investigation  and 
experiment  by  Fraser  and  Stanton  under  Government 
auspices.  The  last  named  observers  have  distinctly  shown 
that  a leading  element,  if  not  the  only  element,  in  the 
causation  of  beri-beri,  at  all  events  in  the  Malay  States,  is 
absence  (owing  to  excessive  milling)  of  the  pericarp  and 
germ  of  the  rice  which  constitutes  the  staple  food  of  the 
Chinese,  Indian,  and  Japanese  coolie.  And,  further,  they 
have  shown  that  the  administration  of  the  millings  of  the 
decorticated  and  highly  polished  rice  can  arrest  the  de- 
velopment of  a threatened  attack  of  beri-beri,  and,  if  it  is 
not  too  far  advanced,  cure  the  disease.  These  observa- 
tions on  man  are  supported  by  experiment  on  the  lower 
animals,  especially  on  fowls,  in  which,  as  Eijkman  and 
many  others  have  shown,  a diet  exclusively  of  the  incrimi- 
nated forms  of  rice  induces  a polyneuritis  closely  re- 
sembling, if  not  identical  with,  that  of  beri-beri.  The 
conclusions  of  Fraser  and  Stanton  have  been  substantiated 
by  many  independent  observers  in  the  Philippines,  in 
Japan,  and  elsewhere,  and  action  based  on  these  con- 
clusions has  had  most  happy  results  in  prisons,  asylums, 
hospitals,  and  other  public  institutions,  as  well  as  on 
native  labour  in  plantation  and  mining  camps.  Mott, 
Halliburton,  Durham,  and  Hamilton  Wright  have  made 
important  contributions  to  the  pathology  and  anatomy  of 
this  disease. 

Skin  Diseases. 

Mycetoma. — Since  Vandyke  Carter,  in  1859,  demonstrated 
the  mycotic  nature  of  the  melanoid  and  ochroid  forms  of 
what  is  variously  termed  Madura  foot,  fungus  disease  of 
India,  and  mycetoma,  considerable  attention  has  been 
given  to  this  and  allied  diseases  by  British  and  French 
pathologists,  notably  in  Britain  by  H.  J.  Carter,  Kanthack, 
Boyce,  Hewlett,  Adami,  Kirkpatrick,  and  many  others. 
Owing  to  the  labour  of  these  observers,  it  is  now  known 
that  mycetoma  occurs  in  many  tropical  countries  besides 
India,  and  in  a variety  of  forms,  and  that  the  germs  are 
introduced  through  wounds  in  the  skin. 
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Ulcerating  granuloma  of  the  pudenda  was  first  de- 
scribed in  India  by  McLeod,  and  in  1896  by  Conyers  and 
Daniels  in  British  Guiana,  and  subsequently  by  other 
British  workers  in  Africa,  Australia,  and  elsewhere. 
Donovan  called  attention  to  certain  coccoid  parasites 
included  singly,  or  more  usually  in  groups,  in  the  large 
mononuclear  cells  obtained  by  scraping  the  surface  of  the 
characteristic  ulcers.  Intravenous  injections  of  antimony 
have  lately  been  used  with  good  effect  in  the  treatment  of 
this  disease  by  workers  in  Brazil,  and  Low  and  Newham 
have  recently  published  the  details  of  a case  in  England 
cured  by  this  method 

The  systematic  study  of  the  tropical  dermatomycoses 
had  been  neglected  until  recent  years,  and  until  the 
adoption  of  Sabouraud’s  methods  by  Castellani  and 
Chalmers  had  brought  about  a certain  amount  of  order 
into  this  little  understood  department  of  tropical  dermato- 
logy. Other  British  workers  have  from  time  to  time  con- 
tributed to  the  advancement  of  the  subject,  and  I may 
mention  Turner  and  Sir  William  MacGregor.  The  tropical 
practitioner  is  no  longer  satisfied  with  a comprehensive 
diagnosis  of  the  mycotic  skin  diseases  by  the  expression 
“ dhobie  itch.”  He  now  recognizes  that  there  is  a great 
variety  of  hyphomycetic  skin  disease  both  in  the  native  and 
in  Europeans;  he  distinguishes  between  erythrasma,  tinea 
cruris,  tinea  imbrieata,  pityriasis  versicolor,  and  so  forth,  and 
he  knows  now  that  these  are  only  a few  of  the  many  forms  of 
hyphomycetic  skin  disease  fostered  by  the  heat  aud  mois- 
ture of  tropical  climates  and  contact  with  tropical  animals. 

Vomiting  Sickness  of  Jamaica. — For  many  years  it  has 
been  known  that  a peculiar  disease,  called  “ vomiting 
sickness,”  occurs  from  time  to  time  in  certain  districts  in 
the  island  of  Jamaica.  It  is  an  extremely  fatal  disease, 
the  mortality  being  anything  from  80  to  90  per  cent.  It 
occurs  particularly  in  children,  although  sucklings  are 
exempt.  Naturally  its  etiology  has  been  the  subject  of 
much  speculation  and  several  commissions  have  attempted 
to  clear  this  up.  Some  have  regarded  it  as  a manifesta- 
tion of  yellow  fever,  others  of  malaria,  but  it  has  been 
reserved  to  Dr.  H.  Harold  Scott,  Government  bacteriolo- 
gist, .Jamaica,  to  solve  the  mystery.  He  has  found  that 
the  so-called  disease  is  produced  by  poison  liberated  in 
some  mysterious  way  in  immature  or  damaged  ackees,  the 
fruit  of  Bligliia  sapida  (a  tree  very  common  in  Jamaica) 


and  much  used  by  the  negroes  of  that  island.  Shortly 
after  the  consumption  of  damaged  fruit,  especially  of  the 
soup  prepared  from  the  damaged  fruit,  vomiting  sets  iu; 
presently  this  subsides,  to  be  followed  three  or  four  hours 
later  by  a recurrence  and  a rapid  superveution  of  con- 
vulsions, coma,  and  death.  The  average  duration  of  the 
illness  is  little  over  twelve  hours.  Dr.  Scott  has  proved 
that  certain  animals  are  susceptible  to  the  poison  and 
show  post  mortem  a remarkable  fatty  degeneration  of  the 
liver  and  other  tissues,  a condition  which  is  also  a notable 
feature  in  fatal  cases  of  vomiting  sickness  iu  man. 

Treatment  of  Tropical  Diseases. 

Many  recent  advances  iu  our  knowledge  of  the  germ 
causes  of  tropical  diseases  and  in  our  diagnostic  methods 
have  led  to  a more  accurate  application  of  certain  drugs 
long  recognized  as  efficacious  in  particular  types  of 
dysentery,  and  to  the  introduction  of  new  drugs  and 
methods  of  treatment  in  other  diseases.  I can  alludo  to  a 
few  only  of  these  drugs,  and  such  as  are  justly  attribut- 
able to  British  workers.  The  value  of  atoxyl  in  the  treat- 
ment of  trypanosomiasis  was  first  indicated  by  Thomas, 
then  of  the  Liverpool  School  of  Tropical  Medicine,  and  the 
use  of  salts  of  antimony  in  the  same  disease  by  Plimmer 
and  Thomson  of  the  Lister  Institute. 

Sir  Leonard  Rogers,  following  up  Vedder’s  work  on 
emetine,  introduced  this  drug  to  be  given  hypodermically 
as  a substitute  for  ipecacuanha  in  the  treatment  of 
amoebic  dysentery  and  amoebic  hepatitis.  It  has  recently 
been  demonstrated  that  this  method  does  not,  in  many 
instances,  sterilize  the  individual  of  his  amoebae,  and  that 
many  of  these  cases  become  chronic  carriers.  Quite 
recently,  Dale,  Low,  and  Dobell  have  used  a new  com- 
pound, emetine  bismuth  iodide,  by  the  mouth  in  such 
cases,  and  have  found  its  sterilizing  effect  on  the  amoebae 
to  be  much  greater  than  that  of  emetine  given  by  hypo- 
dermic injection.  It  is  quite  likely,  therefore,  that  the 
oral  administration  will  supplant  the  hypodermic  method 
in  the  treatment  of  the  disease  in  the  future.  Donovan 
and  other  British  physicians  have  proposed  radiotherapy  in 
the  treatment  of  granuloma  of  the  pudenda,  and  many 
British  practitioners  in  Africa  and  the  West  Indies  have 
demonstrated  the  value  of  the  intravenous  injection  of 
salvarsan  and  other  arsenicals  in  tick  fever  aud  yaws. 
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To  what  extent  has  India  contributed  to  the  advancement 
of  medical  science  ? 

In  providing  an  answer  to  this  question  it  is  necessary 
to  indicate  that  Western  medicine,  even  at  the  present  day, 
is  represented  in  India  by  only  about  1,000  British  medical 
men,  the  major  part  of  whom  form  the  Indian  Medical 
Service.  One  thousand  British  doctors  in  a land  of  over 
300  million  people  ! In  a land  where  plague,  pestilence, 
and  famine  are  the  crude  problems  of  everyday  life.  In 
a land  where  tropical  heat  and  torrential  rains  sap  the 
vitality  of  the  strongest  frame  and  the  resolve  of  the 
strongest  will.  In  a land  where  strange  diseases  lurk  in 
unsuspected  places  and  death  comes  in  a moment  to  even 
the  most  watchful. 

To  the  teeming  millions  of  such  a land  this  small  service 
has,  since  the  earliest  days  of  the  East  India  Company, 
brought  the  benefits  of  Western  medical  science,  carried 
into  its  waste  places  and  most  desolate  outposts  the 
standard  of  medical  progress,  and  evolved  sanitary  order 
out  of  pestilent  chaos.  It  has  established  medical  schools 
and  training  colleges,  and  has  brought  into  being  an  army 
of  Indian-born  aud  Indian-taught  medical  men.  It  has 
provided  the  professorial  staff  for  the  medical  colleges, 
aud  has  taught  as  well  as  practised  the  science  and  art  of 
medicine  and  surgery.  It  has  instituted  a sanitary  service, 
and  has  laid  the  foundations  on  which  the  science  of 
tropical  sanitation  is  built.  It  has  established  hospitals 
and  dispensaries  in  every  city  aud  town  in  every  district 
from  Ceylon  to  the  Pamirs,  and  has  made  it  possible  for 
twenty-eight  and  a half  millions  of  India’s  people  to  receive 
the  benefits  of  Western  medical  and  surgical  treatment  in 


a single  year.  It  has  organized  medical  research  and 
established  research  institutions  where  problems  peculiar 
to  India  are  studied  by  competent  experts  recruited  from 
its  own  ranks.  It  has  founded  Pasteur  Institutes  for  the 
treatment  of  rabies  and  the  manufacture  on  a large  scale 
of  prophylactic  vaccines  and  serums.  It  has  ministered 
to  the  needs  of  India’s  army  in  peace,  and  tended  to  the 
sick  and  wounded  in  her  frequent  campaigns.  It  has 
organized  the  jail  system  of  India,  and  taught  her  con- 
victs trades.  It  has  established  tropical  schools  of  medi- 
cine iu  Calcutta  and  Bombay,  which  bid  fair  to  hold 
premier  rank  amongst  such  institutions  in  the  world.  All 
this  the  Indian  Medical  Service  has  done  in  the  ordinary 
discharge  of  its  duty,  aud  what  more? 

Our  knowledge  of  the  natural  sciences— botany,  zoology, 
and  geology — has  been  enriched  by  its  aid.  It  has  sifted 
from  amongst  the  mass  of  tropical  fevers  a number  of 
definite  disease  entities,  described  their  etiology  and 
symptomatology,  and  elucidated  their  cause  or  their 
mode  of  spread.  It  has  made  important  contributions 
to  our  knowledge  . of  other  diseases  of  more  universal  dis- 
tribution, discovered  the  means  of  cure  of  some  of  the 
tropics’  most  deadly  maladies ; and,  finally,  it  has  made 
striking  additions  to  forensic  medicine  and  to  the  art  of 
surgery.  It  is  with  these,  since  they  represent  additions 
to  the  sum  total  of  medical  knowledge,  that  it  is  necessary 
to  deal,  emphasizing  the  fact,  however,  that  they  have 
been  made  during  the  performance  of  a task  which  in 
itself  was  colossal. 

Let  us  consider,  then,  these  contributions  of  India  to 
the  medical  knowledge  of  the  world. 
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Fig.  3. — Sitting  postures  adopted  by  mosquitos. 
a.  Anopheles  ; B,  Culex. 


These  figures  are  reproduced  by  permission  from  Mosquitos  and  Tlieir  Relation  to  Disease  (British  Museum — Natural 

History  Series,  No.  4),  price  Id. 


Malaria. 

The  discovery  by  Ross  that  the  plasmodium  of  malaria 
is  conveyed  to  man  by  anopheline  mosquitos  (Fig.  1)  ranks 
not  only  as  the  greatest  of  India’s  medical  triumphs,  but 
as  one  of  the  greatest  discoveries  of  modern  times.  As  a 
result  of  this  discovery  it  is  now  possible  to  control  the 
spread  of  this  disease,  whereby  an  inestimable  benefit  has 
been  conferred  upon  mankind.  Through  it  a great  light 
was  shed  upon  the  mode  of  spread  by  suctorial  insects  of 
other  protozoal  diseases,  by  which  light  the  problems  of 
the  propagation  of  dengue,  yellow  fever,  sleeping  sickness, 
and  other  diseases  of  the  tropics  have  reached,  or  are 
gradually  reaching,  solution.  Truly  Ross’s  achievement 
was  epoch-making,  and  laid  the  foundation  on  which  the 
science  of  tropical  hygiene  is  built.  By  its  aid  some  of 
the  earth’s  most  pestilent  places  have  been  made  habit- 
able. Witness  its  triumphs  in  the  Panama  Canal  zone,  in 
India,  in  East  and  West  Africa,  and  in  Greece,  Italy,  and 
Egypt — triumphs  which  Ross’s  discovery  alone  made 
possible. 

Ross,  whose  services  to  humanity  have  received  the 
highest  recognition  of  almost  every  country  in  the  world, 
including  the  award  of  the  Nobel  Prize,  has  been  followed 
in  India  by  others  whose  researches  have  brought  to  light 
the  important  truth  that  different  species  of  anopheles  are 
responsible  for  the  spread  of  malaria  in  different  localities, 
as,  for  example,  Noccellia  step  hen  si  in  Bombay  and  Pseudo- 
myzomyia  ludlowi  in  the  Andaman  Islands.  Accurate 
studies  of  the  habits  and  breeding  places  of  different  species 
of  anopheles  have  enabled  tropical  sanitarians  to  conserve 
their  energies  to  the  destruction  of  the  responsible  mosquito 
in  each  locality. 

In  the  treatment  of  this  disease  by  quinine  the  pioneer 
work  of  Edward  Hare,  and  in  more  recent  years  of 
MacGilchrist,  must  not  be  forgotten — the  former,  by 
introducing,  in  1847,  the  practice  of  giving  quinine  without 
waiting  for  remission,  was  instrumental  in  saving  many 
lives  and  in  putting  to  an  end  the  pernicious,  and  then 
universal,  system  of  bleeding  in  this  disease;  the  latter,  by 
his  careful  researches  on  the  value  of  different  products  of 
quinine,  has  added  greatly  to  our  knowledge  of  its  treat- 
ment and  to  the  treatment  of  blackwater  fever. 

Kala-azar. 

To  the  patient  researches  of  Donovan,  of  the  Indian 
Medical  Service,  the  world  owes  the  discovery  of  the 
causal  agent  of  this  malady,  and  the  recognition  of 
Leishmania  as  disease-producing  agencies.  More  recently 
Patton  and  Mackie,  of  the  same  service,  have  brought 
forward  experimental  and  other  evidence  which  goes  far 
towards  elucidating  many  of  the  complex  problems 
connected  with  its  spread.  Younger  members  of  the 
service  have  also  added  greatly  to  our  knowledge  of  the 
epidemiology  of  this  deadly  malady. 

Other  Tropical  Fevers. 

It  was  Vandyke  Carter  who  in  India  worked  out  the 


origin  and  development  of  the  disease  known  as  famine 
fever,  relapsing  fever,  or  spirillum  fever ; and  Mackie  who, 
in  more  recent  years,  discovered  that  Pediculus  vestimen- 
torum  was  its  carrier. 

To  this  service  is  also  due  the  credit  of  having  separated 
three- day  fever  of  Chitral — now  known  as  sandfly  fever — 
and  seven-day  fever  of  Calcutta,  from  amongst  the  mass 
of  the  unclassed  fevers  of  the  tropics,  and  of  indicating  the 
sandfly  as  the  probable  source  of  spread  of  the  former 
malady,  an  indication  which  later  researches  in  other 
countries  proved  to  be  fully  justified. 

Plague. 

It  is  to  India  that  the  world  owes  its  knowledge  of  the 
role  played  by  the  rat  and  by  the  rat-flea  (Fig.  4)  in  the 
propagation  and  spread  of  bubonic  plague — discoveries 
which  were  placed  upon  the  statute  book  of  medical  pro- 
gress by  Liston  and  Bannerman  of  the  Indian  Service  and 
by  the  Indian  Plague  Commission.  As  a result  of  these 


Fig.  4.— The  rat-flea  (Xenopsylla  cheopis ),  a carrier  of  plague. 

discoveries,  it  has  been  possible  to  prevent  the  spread  of 
plague  in  countries  whence  it  has  been  carried  in  ships 
and  merchandise  from  India.  Furthermore,  protection  is 
afforded  to  the  individual  in  plague- stricken  countries  by 
the  method  of  prophylactic  inoculation  with  killed  cul- 
tures of  the  bacillus — a method  which  was  introduced 
at  Bombay  in  the  year  1897  by  Haffkine  of  the  Indian 
Service. 

Cholera. 

It  is  to  India  that  the  world  owes  a great  part  of  its 
knowledge  of  cholera,  and  the  whole  of  its  knowledge  of 
the  treatment  and  mode  of  spread  of  this  deadly  malady. 
Leonard  Rogers,  amongst  his  other  monumental  contri- 
butions to  tropical  medicine,  has,  by  his  hypertonic  saline 
treatment  of  cholera,  robbed  it  of  half  its  terrors,  and 
reduced  its  mortality  from  70  to  23  per  cent.  Greig,  by 
demonstrating  the  cholera  vibrio  in  tht  lungs,  the  liver, 
and  other  tissues,  as  well  as  in  the  urine,  has  within 
the  last  few  years  provided  a wealth  of  information 
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in  rogard  to  the  human  factor  in  its  dissemination.  He 
lias  shown  that  cholera  can  no  longer  be  regarded  as 
solely  water-borne,  and  that  the  human  subject  is  the 
reservoir  and  the  carrier  of  its  infective  agent  (Fig.  5). 

To  India  also  belongs  the  honour  of  having  perfected, 
through  Haffkine,  as  early 
as  1893,  a method  of  anti- 
cholcraic  inoculation  the 
protective  value  of  which 
has  proved  of  the  highest 
value. 

Dysenteries. 

For  the  major  part  of 
its  knowledge  of  the  treat- 
ment of  the  dysenteries  the 
medical  profession  of  all 
lands  is  indebted  to  India. 

Buchanan’s  introduction  of 
the  saline  treatment  of 
bacillary  dysentery  pro- 
vided a weapon  of  wonder- 
ful effect  against  this  form 
of  the  disease  ; and  even 
now  that  serum-therapy 
affords  a specific  means  of 
cure  the  saline  treatment 
remains  such  a reliableaddi- 
tion  to  our  armamentarium 
as  can  ill  afford  to  be  dis- 
pensed with. 

Few  discoveries  in  the 
field  of  therapeutics  have 
been  of  such  signal  service 
to  mankind  as  that  of  the 
specific  action  of  emetine 
hydrochloride  when  admin- 
istered hypodermically  in 

amoebic  dysentery — a discovery  for  which  we  are  indebted 
to  Leonard  Rogers  of  the  Indian  Medical  Service.  The 
simplicity  of  this  method  of  treatment  and  the  certainty 
of  its  action  when  properly  administered  has  reduced  the 
mortality  of  this  disease  to  an  enormous  extent.  It  has 
provided  an  effective  prophylactic  measure  against  the 
occurrence  of  those  dangerous  complications  of  amoebic 
infections  of  the  bowel,  hepatitis  and  liver  abscess , and  an 
efficient  means  of  their  cure,  while  it  has  greatly  reduced 
the  necessity  for  operation 
in  amoebic  infection  of  the 
liver,  simplified  our  opera- 
tive procedures,  and  reduced 
their  risk. 

Itabies. 

India  also,  through  its 
British  medical  men,  has 
added  greatly  to  our  know- 
ledge of  the  Pasteur  treat- 
ment of  rabies,  and  has  im- 
proved upon  that  of  Pasteur 
himself.  In  one  of  India’s 
Pasteur  Institutes  alone  as 
many  cases  are  treated  in  a 
single  year  by  these  im- 
proved methods  as  in  the 
wholo  of  the  rest  of  the 
world  put  together. 


Fig.  5.  Section  of  wall  of  urinary  bladder  showing  the  cholera 
vibrio  in  the  Mibniucosa.  The  round  cells  infiltrating  the  sub- 
mucosaare  also  shown.  (Greig  1 


Leprosy. 

India  has  within  recent 
years  made  notable  advances 
in  the  treatment  of  her  lepers 


The  treatment  of  leprosy  by  vaccines  (Host).  Fig.  6,  Before  treat- 
ment. Fig.  7,  After  treatment. 

advances  which  hold  out  the 


confident  hope  of  the  early  evolution  of  a means  of  cure  of 
this  unclean  and  fatal  malady.  (Figs.  6 and  7.) 


Goitre  and  Cretinism. 

In  the  elucidation  of  the  mystery  which  from  the  time 
of  Hippocrates  has  surrounded  the  origin  of  these  diseases 
of  the  thyroid  and  parathyroid  glands,  India  has,  within 
the  last  ten  years,  been  able  to  play  a notable  part. 
Research  has  shown  that  intestinal  organisms  are  the 
agencies  mainly  responsible  for  their  production.  (Figs.  8, 


The  Natural  Sciences. 

In  the  field  of  botanical  research  the  work  of  Hill  and 
Plain,  to  mention  only  two  of  India’s  botanists,  has  added 
greatly  to  our  knowledge  of  the  flora  of  the  tropics,  while 
Bose,  an  Indian-born  subject,  has  gained  for  himself  a pre- 
eminent place  in  connexion 
with  his  studies  of  plant 
physiology. 

In  the  domain  of  zoology 
the  Indian  Medical  Service 
has  provided  such  authori- 
ties as  Day,  Alcock.  and 
Wall,  who  have  greatly  en- 
riched our  knowledge  by  the 
study  of  deep  sea  fauna  and 
of  reptilia,  to  mention  but 
two  fields  of  their  activities. 
Modern  Indian  investigators 
also  have  done  much  to 
classify  and  describe  many 
new  species  of  malaria- 
bearing and  other  mos- 
quitos; while  such  geologists 
as  Falconer  and  MacClel- 
land  have  rendered  the 
greatest  services  in  contri- 
buting to  our  knowledge  of 
the  earth's  crust. 

Hypnotism. 

And  let  it  not  be  for- 
gotten that  even  before 
British  medical  science  had 
given  to  the  world  the  in- 
calculable blessing  of  anaes- 
thesia James  Esdaile,  of  the 
Indian  Medical  Service,  had 
demonstrated  the  miracu- 
lous utility  of  mesmeric  anaesthesia,  under  which  he 
performed  painlessly  hundreds  of  operations  of  great 
gravity.  The  use  of  ether  and  chloroform  has  over- 
shadowed Esdaile’s  brilliant  discoveries,  but  these 
will  find  their  place  again  in  the  armamentarium 
of  the  scientific  physician  and  surgeon  of  the  future, 
and  their  application  in  the  relief  of  human  suffering 
will  go  far  to  extract  from  the  chaff  of  Christian 
Science  and  faith  healing  the  full  ears  of  wheat 

which  lie  buried  in  them. 

Surgery. 

Finally,  in  general  surgery 
the  members  of  the  Indian 
Medical  Service  and  their 
pupils  have  conferred  such 
benefits  on  the  people  of 
India  as  to  leave  one  awe- 
struck at  the  magnitude  of 
their  operative  work.  No 
less  than  1,050.000  of  India’s 
people  received  the  benefits 
of  surgical  treatment  in  a 
single  year.  India’s  sur- 
geons have  never  departed 
from  the  teachings  of  the 
father  of  all  modern  surgery 
— Lord  Lister;  they  have 
continued  to  recognize  the 
value  and  the  place  of  anti- 
septic, as  opposed  to  aseptic 
methods,  in  the  treatment 
of  surgical  conditions  in  the 
tropics,  where  wounds  are  so  subject  to  soil  infection.  To 
them  the  surgical  lessons  of  the  present  war  have  come  as 
no  surprise,  while  they  have  long  recognized  and  practised 
the  prophylactic  use  of  antitetanic  serum  in  such  con- 
ditions as  compound  fractures  and  other  infected  wounds. 
So  much  so  is  this  the  case  that  deaths  from  tetanus  in 
Indian  hospitals,  which  were  formerly  frequent,  have  been 
reduced  to  a minimum. 

But  there, are  three  departments  of  surgical  practice 
in  which  Indian  surgeons  have  led  the  world,  and  in 
which  their  supremacy  is  indisputable — litholapaxv,  oph- 
thalmology, and  rhinoplasty.  With  the  perfection  of 
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of  Keegan  and  Freyer  must  be  associated  for  all  time. 
This  procedure  has  led  to  the  abandonment  of  the  prac- 
tice of  cutting  for  stone,  and  has  added  to  the  art 
of  surgery  a method  of  treatment  of  the  highest  value. 

The  methods  of  oph- 
thalmological  practice, 
especially  in  regard  to 
the  treatment  of  cataract 
and  glaucoma,  which  the 
world  owes  to  such  men 
as  Maynard,  Herbert, 

Elliot  and  Smith,  have 
brought  to  India’s  shores 
students  from  all  lands, 
and  conferred  inestim- 
able benefits  upon  man- 
kind. 

Plastic  surgery  of  the 
face  also  owes  much  to 
the  unrivalled  experience 
of  Indian  surgeons,  and 
the  methods  of  technique 
evolved  by  them  are  now 
largely  employed  by 
modern  military  sur- 
geons in  the  present  war, 

Keegan’s  writings  on 
rhinoplasty  are  amongst 
the  most  important  con- 
tributions to  this  subject 
to  be  found  in  the  litera- 
ture of  modern  surgery. 

The  Present  War. 

And  in  this  conflict  of 
nations,  to  what  extent 
havelndia’scontributions 
to  medical  science  aided 
in  lessening  its  terrors  and  alleviating  its  pains'?  Witness 
the  ravages  of  bacillary  and  amoebic  dysentery  in  the 
armies  of  all  belligerents,  and  the  blessings  which  the 
Indian  treatment  by  salines  and  by  emetine  have  proved 
themselves  to  be.  It  is  not  too  much  to  say  that 
thousands  of  lives  have  been  saved  by  these  means. 
It  is  to  the  emetine  treatment  of  amoebic  dysentery 
also  that  the  rarity  of  its  dreaded  sequel — liver 


emphasize  the  fact  that  it  was  Haffkine's  work  in  the 
years  1893-7  which  preceded  and  inspired  research  on  the 
prophylactic  use  of  vaccines  against  bacterial  diseases. 
The  success  which  has  crowned  the  use  of  antityphoid 

inoculation  is  a striking, 
example  of  the  far- 
reaching  effect  of  scien- 
tific methods  which  had 
their  origin  in  India. 
Witness  also  the  impor- 
tant part  which  their 
knowledge  of  the  human 
factor  in  the  spread  of 
cholera  has  enabled 
Indian  medical  officers  to 
play  in  the  prevention  of 
outbreaks  of  cholera  in 
Mesopotamia,  and  in  the 
cutting  short  of  others- 
amongst  those  who  had 
not  received  the  benefits 
of  protective  inoculation. 
And  witness  the  great 
reduction  in  the  usual 
high  rates  of  mortality 
of  cholera  amongst  those 
who  developed  the  dis- 
ease which  Rogers’s- 
hypertonic  saline  treat- 
ment alone  made  pos- 
sible. Relapsing  fever,, 
also,  which  made  its- 
appearance  amongst  the 
troops  in  the  Eastern 
Mediterranean,  was  early 
exterminated  owing  te 
our  knowledge  of  its 
mode  of  spread  by  the 
body  louse — a knowledge  which  India  has  been  instru- 
mental in  providing.  And,  in  a lesser  degree,  it  has  been 
possible  to  afford  the  troops  protection  against  sandfly 
fever,  which,  although  a non-fatal  malady,  is  capable  of 
materially  reducing  the  numbers  of  effectives  in  a suscep- 
tible community  and  of  predisposing  to  maladies  of  greater 
gravity. 

These  are  amongst  the  benefits  which  India  may 


Fig.  8. — Experimentally  produced  congenital  goitre  in  kid  (McCarrison). 


Fig.  9.— Experimentally  produced  cretinism  (McCarrison).  A 
litter  of  three  young  rats  aged  20  days  ; the  animal  in  the  centre 
is  a cretin. 


Fig.  10.  Fig.  11. 

The  treatment  of  goitre  by  autogenous  vaccines  prepared  from 
intestinal  bacteria  (McCarrison).  Fig.  10,  Before  treatment. 
Fig.  11,  After  treatment. 


abscess — is  to  be  attributed.  Witness  also  the  check 
which  protective  inoculation  by  vaccines  has  placed 
upon  the  spread  of  plague  and  of  cholera  in 
Gallipoli — a method  of  protection  which  was  inaugurated 
in  India.  The  results  achieved  by  this  means  are  all  the 
more  remarkable  when  it  is  remembered  that  plague  and 
cholera  were  prevalent  amongst  the  Turks  in  the  near 
neighbourhood  of  the  allied  troops  during  the  Gallipoli 
campaign.  It  is  due  to  Indian  medical  research  to 


proudly  claim  to  have  made  available  for  friends  and  foes 
alike  in  the  present  war.  Truly  her  medical  service  has 
triumphantly  borne  into  the  pestilential  places  of  the 
earth  the  standard  of  medical  progress,  and  has  em- 
blazoned on  its  folds  such  victories  over  disease  as  no  other 
country’s  medical  service  can  boast.  Malaria,  tropical 
fevers,  plague,  cholera,  dysentery,  liver  abscess — these  are 
amongst  its  conquests ; while  across  the  art  of  general 
surgery  and  of  ophthalmology  the  service  has  written  its 
name  in  imperishable  letters. 
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Epidemics  of  jaundice  have  been  described  from  the 
earliest  times,  and  many  of  the  best  accounts  have  been 
compiled  from  the  study  of  the  disease  in  armies  in  the 
held.  Cockayne  draws  attention  to  the  fact  that  the 
author — probably  Hippocrates — of  the  De  Internis  Affec- 
tionibus  describes  "AAXos  bcrepor.  cmfiryHos  ovtos  naXefrai, 
bion  niiarau  wpyv  em\apfi<iv(i.  In  1745  Cleghorn  described 
an  outbreak  of  epidemic  jaundice  in  Minorca,  and  Larrey, 
in  1800,  published  an  account  of  an  epidemic  of  jaundice 
during  the  siege  of  Cairo,  and  drew  particular  attention  to 
the  contagiousness  of  the  disease  and  to  the  occurrence 
of  haemorrhages  in  his  patients.  Amongst  French  writers, 
Ozanam(1846-9).Monneret(1859),  the  elder  Laveran (1865), 
Lancereaux  (1882),  Landouzy  (1882),  and  Mathieu  (1886), 
have  all  described  epidemic  diseases  of  varying  intensity 
in  which  jaundice  was  a constant  feature.  Lancereaux 
described  his  cases  under  the  title  of  “ Ictere  grave 
essentiel,”  and  Landouzy  called  the  disease  “ Fievre 
bilieuse,”  and  Mathieu,  drawing  attention  to  the  frequent 
occurrence  of  relapses,  gave  to  his  description  the  title  of 
■“  Ictere  febrile  a rechutes.”  The  accounts  of  the  diseases 
described  by  these  authors  vary,  and  it  is  probable 
that  there  were  different  etiological  factors  in  each 
epidemic. 

Attention  may  be  drawn,  however,  to  certain  descriptions 
in  so  far  as  they  throw  light  upon  the  particular  type  of 
epidemic  jaundice  which  is  to  be  described  in  these  pages. 

In  1859  Carville  described  an  epidemic  in  the  garrison  at 
Gaillou,  and  gives  an  account  of  47  cases,  of  whom  11  died. 

All  developed  jaundice,  and  albuminuria  was  present  in 
every  case.  Haemorrhages  were  common  ; 15  had  epistaxis, 
in  3 there  was  purpura,  and  in  one  liaematemesis.  The 
incubation  period  was  six  days.  A similar  epidemic  was 
described  by  Worms  in  St.  Cloud  in  May,  1865. 

Mathieu  in  1886  described  cases  of  jaundice  and  drew 
attention  to  the  fact  that  the  term  “catarrhal  jaundice” 
was  an  insufficient  description,  and  claimed  that  the  fever 
general  symptoms,  enlargement  of  the  spleen  and  albumin- 
uria, justified  the  title  of  infectious  jaundice. 

Weil  in  1886,  and  some  months  after  the  publication  of 
Matliieu’s  report,  described  four  cases  of  infectious  jaundice, 
and  drew  attention  to  the  relapses  of  fever  which  occurred 
in  two  out  of  the  four  cases.  From  this  time  onwards  the 
■symptom-complex  of  fever,  jaundice,  enlargement  of  the 
liver  and  spleen,  the  occurrence  of  haemorrhages,  and 
occasional  febrile  relapses,  have  been  described  under  the 
name  of  Weil’s  disease.  This  last  title  has  served  the 
purpose  of  labelling  with  a simple  name  any  disease  which 
embraced  the  signs  and  symptoms  which  we  have  just 
enumerated.  Both  historically  and  scientifically  the  title 
is  incorrect  and  vague.  Epidemic  jaundice  was  described 
by  the  Father  of  Medicine,  and  his  disciples  in  later  years 
have  only  added  little  by  little  to  a clinical  picture  which 
is  still  far  from  being  complete.  There  is  no  doubt  that 
there  are  many  and  different  etiological  factors  which  can 
give  rise  to  a clinical  picture  in  which  fever,  jaundice, 
haemorrhages,  enlargement  of  the  liver  and  spleen,  and 
relapses  of  fever  are  variously,  but  not  constantly,  present. 

In  none  of  the  descriptions  quoted  above  is  the  picture 
complete.  In  none  has  the  cause  ever  been  proved,  and 
in  many  it  is  not  even  suggested.  During  the  last  three 
. years,  however,  we  have  been  enabled  to  recognize  a form 
of  infectious  jaundice  in  which  the  clinical  and  pathological 
picture  is  uniform  and  constant,  and  of  which  the  cause 
has  been  discovered  and  proved. 

In  November,  1914,  two  Japanese  workers,  Inada  and 
Ido,  showed  the  presence  of  a spirocliaete  in  the  liver  of  a 
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guinea-pig  which  had  been  inoculated  with  the  blood  of 
a patient  suffering  from  a form  of  infectious  jaundice. 
Some  months  later  they  proved  the  specificity  of  this 
spirocliaete,  and  gave  to  it  the  name  of  Spirochaeta  ictero- 
haemorrhagiae.  In  a later  part  of  this  paper  the  work  of 
these  Japanese  authors  is  set  forth  in  greater  detail.  In 
the  British  and  French  armies  it  has  been  shown  con- 
clusively that  an  infectious  disease  usually  accompanied 
by  jaundice  is  caused  by  the  Spirochaeta  icterohaemor- 
rhagiae , and  descriptions  of  the  clinical  and  pathological 
findings  have  been  published  by  Dawson  and  Hume, 
Stokes,  Ryall,  and  others  in  the  British  army ; and  in  the 
French  army  by  Martin  and  Pettit,  Gamier  and  Reilly, 
and  Costa  and  Troisier. 

Jaundice  has  been  a relatively  common  disorder  in  armies 
in  the  field.  In  the  Federal  troops  in  the  war  between 
North  and  South  America  there  were  22,509  cases,  with 
161  deaths,  amongst  a total  of  2,218,559  men.  In  1870, 
from  February  to  May,  there  were  799  cases  amongst 
33,380  men  in  the  Bavarian  troops  stationed  to  the  south- 
west of  Paris.  During  five  months  in  the  South  African 
war  there  were  5,648  cases,  with  a small  mortality. 
We  have  been  unable  to  ascertain  the  incidence  of  cases 
of  jaundice  amongst  the  British  and  French  troops  in 
France. 

Before  we  received  the  Japanese  work  we  were  able 
to  prove  that  certain  cases  of  jaundice  belonged  to  the 
enteric  group  of  diseases.  In  the  summer  and  autumn  of 
1915  our  attention  was  arrested  by  the  occurrence  of  severe 
cases  of  jaundice  in  which  there  were  high  fever,  haemor- 
rhages, enlargement  of  the  liver,  and  a tendency  to  febrile 
relapses,  which  in  no  way  conformed  either  clinically  or 
bacteriologically  to  the  typhoid  group. 

In  the  autumn  of  1915  we  made  a special  endeavour  to 
study  these  cases  by  collecting  them  into  a single  hospital, 
and  the  result  of  our  work  has  been  published  in  detail  in 
the  Quarterly  Journal  of  Medicine , October,  1916,  and 
January,  1917.  It  was  only  in  April  and  May,  1916,  that 
we  were  able  to  show  that  the  Spirochaeta  icterohaemor- 
rhagiae  was  the  cause  of  this  disease,  after  we  had  read 
the  account  of  the  Japanese  work  published  in  the  Journal 
of  Experimental  Medicine. 


Clinical  Description  ok  the  Disease. 

In  order  to  draw  attention  to  the  characteristic  features 
of  this  disease,  a case  will  be  briefly  described  and  an 
account  of  the  chief  signs  and  symptoms  will  be  set 
forth  under  the  headings  of ' the  various  systems  of  the 
body. 

On  August  7th,  1917,  Pte.  A.  B.  was  suddenly  seized  with 
vomiting  and  diarrhoea,  with  a feeling  of  intense  weakness. 
For  two  days  he  lay  in  his  billet  with  a temperature  of  103'  to 
104  and  had  frequent  diarrhoeal  stools.  On  August  9th  the 
prostration  was  very  marked  and  there  was  a considerable 
amount  of  blood  in  the  stools.  The  temperature  was  101°.  On 
August  12th  he  was  noticed  to  he  jaundiced.  On  August  14th 
he  had  an  attack  of  haemoptysis  and  spat  up  about  one  pint  of 
blood,  and  the  expectoration  was  blood-stained  for  the  following 
five  days. 

On  admission  to  a base  hospital  on  August  16th,  there  was 
universal  intense  jaundice  and  the  temperature  was  101.2°. 
There  was  a scabby  mass  of  haemorrhagic  herpes  about  the 
1 i ps.  The  tongue  was  brown  and  very  dry.  The  patient  was 
drowsy  and  there  was  considerable  abdominal  distension  and 
discomfort.  The  initial  diarrhoea  was  followed  by  constipa- 
tion, which  necessitated  the  use  of  enemata.  There  was 
marked  tenderness  in  the  right  hypochondrium  and  the  liver 
was  enlarged  to  three  fingerbreadths  below  the  right  costal 
margin.  The  spleen  was  not  palpable.  The  red  biood  cells 
numbered  4,800,000  to  the  cubic  millimetre  and  the  haemoglobin 
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•was  80  per  cent.  The  white  cells  numbered  24,000  to  the  cubic 
millimetre  and  a differential  count  showed  : 

Polymorphonuclear  leucocytes  ...  ...  82  per  cent. 

Lymphocytes  ...  ...  ...  ...  10  ,, 

Large  mononuclear  leucocytes  ...  ...  5 „ 

Coarsely  granular  eosinophile  leucocytes  ...  3 „ 

The  urine  was  loaded  with  bile,  and  there  was  a sixth  of  a 
boiled  test  tube  of  albumin  together  with  granular  casts.  Some 
bile  was  escaping  into  the  duodenum,  as  the  stools  were  of  a 
light  brown  colour. 

There  were  crepitations  to  be  heard  over  the  lower  lobes  of 
the  lungs.  There  was  no  recurrence  of  haemoptysis  or  melaena. 
During  the  first  fortnight  of  the  illness  the  patient  complained 
much  of  pains  in  the  back  and  limbs.  On  August  20th  the 
temperature  had  fallen  to  98°  to  99°,  though  the  jaundice  was  still 
intense.  On  August  26th  the  jaundice  was  rapidly  fading,  and 
on  this  day  spirochaetes  were  found  in  the  urine  in  large 
numbers.  During  the  next  five  days  the  general  condition  of 
the  patient  improved  so  much  that  he  was  sent  to  England  on 
August  31st.  There  was  no  secondary  rise  of  fever  while  the 
patient  was  in  France. 

Such  is  the  usual  history  of  a case  of  moderate  severity, 
and  the  noteworthy  features  are  the  following  : A sudden 
onset  with  gastro-intestinal  symptoms  and  high  fever,  the 
marked  prostration,  the  occurrence  of  melaena  and  haemo- 
ptysis, the  presence  of  haemorrhagic  herpes,  the  appear- 
ance of  jaundice  on  the  fifth  day,  the  fall  of  temperature 
at  the  end  of  eleven  days,  and  the  finding  of  typical 
spirochaetes  in  the  urine. 

General  Features  of  the  Disease. 

The  Onset. — The  patient  has  almost  invariably  been 
attacked  by  the  disease  either  in  the  trenches  or  immedi- 
ately after  having  left  them.  The  onset  is  usually  sudden, 
with  shivering,  pains  in  the  head  and  particularly  behind 
the  eyes,  generalized  pains,  and  a feeling  of  extreme 
prostration.  So  sudden  is  the  onset  that  the  patient  can 
frequently  point  to  an  exact  moment  when  he  finds 
himself  overcome ; as  one  said,  he  “ fell  out  very  weak  ” 
on  the  march ; or  in  another  instance,  he  “ suddenly 
collapsed  at  church  parade.”  At  the  time  of  reporting 
sick  the  temperature  is  raised  to  103°  to  105°  and  the 
pulse  rate  is  about  100  per  minute.  During  the  first  two 
or  three  days  before  the  appearance  of  jaundice  there 
are  vomiting,  great  prostration  and  lassitude,  with 
abdominal  and  muscular  pains.  The  conjunctivae  are 
injected,  and  herpes,  which  rapidly  becomes  haemorrhagic, 
appears  on  the  lips. 

Gastro-intestinal. — A dirty,  brown  tongue  and  anorexia 
is  common  to  all ; constipation  is  the  rule,  and  it  is  only 
rarely  that  there  is  diarrhoea  at  the  onset,  as  in  the  case 
described  above.  The  constipation  is  usually  extreme  and 
has  to  be  relieved  by  enemata.  The  stools  may  become 
clay-coloured,  though  in  most  cases  the  presence  of  a small 
quantity  of  bile  gives  the  stool  a light- brown  coloration. 
Usually  there  is  considerable  abdominal  tenderness,  which 
is  more  marked  in  the  upper  than  in  the  lower  abdomen. 
Though  vomiting  is  usual  at  the  onset,  it  generally  ceases 
before  the  patient  reaches  a base  hospital,  on  the  sixth  to 
eighth  day  of  the  disease.  Hiccough  was  occasionally 
present  in  very  severe  or  fatal  cases.  Melaena  sometimes 
occurred  in  patients  with  diarrhoea. 

The  liver  is  frequently  enlarged  to  the  extent  of  three 
fingers’  to  a hand’s  breadth  below  the  right  costal  margin 
and  the  tissues  covering  it  are  usually  very  sensitive  and 
tender. 

The  spleen  has  only  been  palpable  on  two  occasions  in 
our  experience.  From  observation  at  operation  and  from 
the  size  of  the  organ  at  post-mortem  examination  it  seems 
certain  that  the  spleen  is  very  rarely  sufficiently  en- 
larged to  be  palpable. 

The  superficial  lymphatic  glands  are  frequently  palpable 
in  the  axillae  and  groins. 

Haemorrhages. — Out  of  eighteen  severe  cases  under 
our  care,  fourteen  had  haemorrhages.  Haematemesis 
occurred  in  four  and  haemoptysis  in  six.  Epistaxis  was 
considerable  in  four  cases  and  slight  in  two  cases. 
Melaena  was  observed  in  three  instances  and  in  three 
there  was  a marked  purpuric  eruption  in  the  skin.  In 
one  patient  there  were  epistaxis,  haemoptysis,  and 
melaena. 

The  Shin. — The  jaundice  usually  appears  about  the 
fourth  day  of  disease  and  gradually  deepens  up  to  the 
eighth  or  ninth  day  and  then  fades.  In  some  cases  it  is 
very  intense  and  the  skin  takes  the  greenish  hue  met  with 
in  complete  obstruction  of  the  common  bile  duct.  Herpes 
labialis,  which  is  haemorrhagic,  occurs  in  at  least  40  per 


cent,  of  all  cases.  Pruritus  is  rarely  intense,  though 
patients  frequently  complain  of  some  itching.  The  con- 
junctivae are  often  injected  and  the  eyeballs  are  tender. 

The  Circulatory  System. — The  rate  of  the  heart  does- 
not  increase  in  proportion  to  the  rise  of  temperature,  and 
in  severe  cases  with  a temperature  of  104°  to  105°  the 
pulse-rate  may  be  only  100  per  minute.  The  rhythm  of 
the  heart  is  not  usually  affected,  except  in  one  patient,  in 
whom  auricular  fibrillation,  of  which  records  were 
obtained,  persisted  for  five  days.  The  size  and  sounds  of 
the  heart  are  perfectly  normal.  The  blood  pressure  never 
falls  as  it  does  in  the  enteric  group  of  diseases,  and  the 
systolic  pressure  ranges  about  120  mm.  of  mercury.  The 
qualitative  changes  in  the  peripheral  blood  will  be  described 
in  the  section  on  clinical  pathology. 

The  Respiratory  System. — In  all  severe  cases  there  are 
the  evidences  of  an  acute  bronchitis,  but  we  have  never 
discovered  any  signs  pointing  to  bronchopneumonia  or 
lobar  pneumonia.  Reference  has  already  been  made  to 
the  occurrence  of  haemoptysis  and  rusty  sputum.  The 
respiratory  rate  may  be  increased  to  28  or  30  per  minute 
in  severe  cases,  and  in  fatal  cases  the  type  of  breathing  is 
that  met  with  in  cases  of  cholaemia  and  uraemia. 

The  Nervous  System. — Frontal  headache  and  aching 
behind  the  eyeballs  is  a constant  complaint,  and  is  little 
relieved  by  antipyretics.  The  early  weakness  and  prostra- 
tion are  very  characteristic  of  this  disease.  In  our  fatal 
cases  twitcliings  and  convulsions  preceded  the  coma  in 
which  the  patients  died.  In  many  cases  the  muscular 
pains  are  very  intense,  and  the  whole  body  is  so  sensitive 
that  the  patient  cannot  bear  any  pressure  upon  it.  One 
patient  complained  of  xanthopsia. 

The  Urinary  System. — Three  of  our  patients  had  reten- 
tion of  urine,  which  required  the  use  of  the  catheter  for 
two  or  three  days.  The  cause  of  this  disability  probably 
lay  in  the  central  nervous  system.  The  urine  usually 
contains  a large  quantity  of  bile,  which  sometimes  gives  it 
a dark  porter  colour.  The  bile  does  not  usually  disappear 
from  the  urine  till  the  end  of  the  fourth  or  fifth  week. 
Albumin  can  nearly  always  be  detected  by  the  boiling 
method.  In  more  severe  cases,  after  heating  in  a test 
tube  and  allowing  it  to  stand  for  twenty-four  hours,  the 
albuminous  deposit  amounts  to  one-sixth  of  the  boiled  test 
tube.  Casts,  hyaline  and  granular,  are  frequently  found 
without  centrifugalization.  and  at  times  free  blood  cells 
are  seen  in  the  deposit.  The  presence  of  reducing  sugar 
was  never  detected,  though  acetone  is  said  by  others  to 
occur  in  cliolaemic  cases,  probably  the  result  of  starvation. 
The  chemistry  of  the  urine  has  been  fully  worked  out  in 
this  disease  by  certain  French  authors,  who  lay  considerable 
stress  on  the  evidences  of  renal  insufficiency. 

The  Fever. — The  initial  rise  of  temperature  to  103°  or  105° 
has  already  been  noted,  and  during  the  first  twelve  or 
fourteen  days  there  is  an  irregular  range  of  temperature 
between  100u  and  103°,  which  gradually  falls  by  lysis  to 
normal  or  subnormal.  After  the  fall  the  temperature  may 
be  subnormal  for  two  to  three  days.  After  this,  in  some 


cases  about  the  beginning  of  the  third  week,  there  is  a 
secondary  rise  of  temperature,  which  lasts  for  ten  to 
fifteen  days.  During  this  period  of  secondary  fever  there 
are  usually  no  evidences  of  exacerbation  of  symptoms, 
and  it  is  difficult  to  account  for  its  occurrence.  In  those 
cases  in  whom  there  is  no  secondary  fever  the  temperature 
may  swing  about  99°  for  a week  or  more  before  finally 
settling  to  the  normal.  Chart  I shows  a characteristic 
fever  of  relapse. 


■ 
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Cmi  me  of  the  Disease. — The  first  three  or  four  days  have 
been  described  in  the  section  on  the  onset  of  the  disease. 
The  jaundice,  which  lias  appeared  about  the  fourth  day, 
gradually  increases,  and  is  most  intense  about  the  tenth 
to  twelfth  day.  It  is  then  that  the  temperature  falls  to 
normal.  In  uncomplicated  cases  the  patient  begins  to 
improve  and  the  jaundice  begins  to  disappear  at  the  end 
of  the  second  week.  Between  the  third  and  fourth  weeks 
convalescence  has  become  established.  The  whole  disease 
is  more  protracted  in  severe  cases,  and  convalescence  may 
not  begin  until  the  end  of  the  fourth  week.  As  far  as  we 
know,  the  disease  leaves  behind  it  no  untoward  symptoms. 

The  following  is  an  account  of  a fatal  case: 

l’te.  C.  D.  was  taken  ill  with  a sudden  chill  and  shiver- 
ing on  December  16th.  He  had  to  take  to  his  bed,  and 
complained  of  headache,  nausea,  and  pains  in  both  thighs. 
He  frequently  felt  chilly  and  had  pain  in  the  epigastrium. 
On  December  21st  lie  became  jaundiced.  On  this  day  no 
abnormal  physical  signs  could  be  detected  in  any  of  the 
systems,  except  some  epigastric  tenderness,  jaundice,  and 
a haemorrhagic  herpetic  eruption  on  the  lips.  Vomiting 
had  been  occasional  from  the  onset  of  the  illness,  and  at 
the  end  of  the  first  week  nothing  could  be  retained  in  the 
stomach.  After  the  seventh  day  the  jaundice  steadily 
deepened  and  the  urine  was  loaded  with  bile  and  contained 
one-sixth  of  a boiled  test  tube  of  albumin.  The  stools  were 
liquid  and  of  a pale  yellow  colour. 

Except  on  the  first  day  of  admission  to  a base  hospital 
(fourth  day  of  disease),  when  the  temperature  was  101 !, 
there  was  no  pyrexia,  and  both  the  pulse  and  respiration 
rates  fell,  to  60  and  16  respectively.  There  was  consider- 
able tenderness  of  the  upper  abdomen  and  the  muscles 
were  slightly  rigid.  The  liver  was  enlarged  and  the  edge 
extended  three  fingerbreadths  below  the  costal  margin. 
The  spleen  was  not  palpable.  An  examination  of  the  blood 
showed  34,100  white  cells  per  cubic  millimetre,  and  the 
differential  count  was: 

Polymorphonuclear  leucocytes  ...  93  per  cent. 

Lymphocytes  ...  ...  ...  6 ,, 

Large  mononuclear  leucocytes  ...  1 ,, 

A culture  made  from  the  urine  was  sterile.  The  faeces 
showed  some  blood,  but  no  parasites,  no  ova,  and  no 
organisms  of  the  enteric  group  were  detected. 

In  the  forenoon  of  December  29th  some  twitching  of  the 
face  and  arms  was  noticed,  and  about  an  hour  later  the 
patient  had  a general  tonic,  followed  by  a clonic,  convulsion. 
The  patient  died  one  hour  after  this  convulsion.  The  most 
noteworthy  lesions  at  the  post-mortem  examination  were 
subendocardial,  subpleural,  and  subperitoneal  haemor- 
rhages and  large  extravasations  of  blood  into  both  lungs, 
like  infarcts. 

Prognosis. 

Most  cases  recover  fully,  and  we  would  estimate  that 
the  mortality  is  not  more  than  4 to  5 per  cent. 

Treatment. 

Thus  far  the  treatment  has  been  purely  symptomatic. 
During  the  febrile  period  the  patient  is  encouraged  to 
drink  large  quantities  of  fluid,  and  an  alkaline  mixture 
is  usually  exhibited.  Constipation  is  combated  either  by 
saline  purges  or  by  enemata.  Salvarsan  has  been  tried, 
but  it  is  of  no  avail.  We  believe  that  the  serum  of 
convalescent  patients  has  been  injected  into  the  blood 
stream  of  severe  cases,  but  the  results  of  this  method  of 
treatment  are  not  in  our  possession.  An  antiserum  has 
beeu  prepared  and  is  available  for  use  in  the  army. 

Differential  Diagnosis. 

The  role  of  the  Spirochaeta  ictcrohaemorrhagiae  in  this 
disease  is  discussed  at  some  length,  and  the  proof  that  it  is 
the  causal  agent  is  established  in  a later  part  of  this  paper. 
We  may  anticipate  by  here  stating  (1)  that  the  spirochaete 
may  be  found  in  the  human  peripheral  blood  stream ; 
(2)  that  injection  of  infected  human  blood  into  the  peri- 
toneal cavity  of  the  guinea-pig  may  produce  a character- 
istic fatal  illness  in  that  animal,  in  whose  tissues  post 
mortem  the  spirochaetes  are  present  in  large  numbers;  (3) 
that  after  the  first  fortnight  of  the  disease  the  spirochaete 
may  be  found  in  the  patient's  urine. 

In  the  early  stages  of  this  disease  the  most  rapid  and  the 
most  certain  criterion  in  diagnosis  lie.s  in  the  discovery  of 
the  spirochaete  in  the  peripheral  blood  stream.  As  the 
incubation  period  of  the  disease  in  the  guinea-pig  is  at 
least  six  days,  it  would  require  a wait  of  at  least  eight 


days  before  the  development  of  the  disease  in  the  guinea- 
pig  could  establish  the  diagnosis.  After  the  second  week 
of  illness  the  discovery  of  the  spirochaete  in  the  urine  is 
sufficient  evidence  of  the  disease.  These  various  criteria 
presuppose  the  employment  of  complete  bacteriological 
equipment  in  the  hands  of  experienced  observers.  These 
are  not  always  at  hand,  and  reliance  has  to  be  placed 
on  the  correct  interpretation  of  the  clinical  signs  and 
symptoms.  The  sudden  onset  with  headache,  generalized 
pains,  and  a sense  of  utter  exhaustion,  vomiting,  con- 
junctival congestion,  herpes  labialis,  and  a temperature 
of  103  to  104  , with  jaundice  appearing  on  the  fourth  or 
fifth  day,  make  the  diagnosis  of  spirochaetosis  ictero- 
haemorrhagica  almost  certain. 

In  France  the  chief  causes  of  jaundice  have  been  the 
Spirochaeta  icterohaemorrhagiae,  and  members  of  the 
enteric  group  of  organisms.  Jaundice  in  typhoid  or  para- 
typhoid fever  usually  appears  about  the  end  of  the  second 
week.  There  are  cases,  howevor,  of  paratyphoid  fever  in 
which  the  jaundice  appears  as  early  as  it  does  in  spiro- 
chaetosis icterohaemorrhagica.  The  difficulty  in  diagnosis 
is  then  considerable.  At  the  end  of  the  first  week  help  can 
be  obtained  in  differentiating  the  two  diseases  by  means 
of  the  atropine  test.  This  test  was  introduced  in  the 
diagnosis  of  typhoid  fever  by  Captain  H.  F.  Harris,  lt.A.M.C. 
One-thirtieth  of  a grain  of  atropine  sulphate  is  adminis- 
tered hypodermically,  and  the  increase  of  pulse  rate  is 
recorded  every  minute  for  the  following  hour.  If  the  rate 
of  the  heart  only  increases  by  ten  beats  or  less,  this 
is  evidence  that  the  patient  is  suffering  from  typhoid 
or  paratyphoid  fever.  It  is  important  to  bear  in  mind  that 
the  rate  of  the  heart  before  the  injection  must  not  be 
above  80  to  85  per  minute.  If  the  rate  increases  from 
100  to  110  or  115  after  the  injection  of  atropine  sulphate 
it  is  impossible  to  be  certain  whether  the  escape  of  10  to 
15  beats  indicates  a positive  or  negative  result.  It  is  rare 
that  the  organism  can  be  isolated  from  the  blood  in  the 
prevailing  enteric  group  of  diseases.  In  inoculated  patients 
it  is  necessary  to  trace  the  agglutination  curve  from  three 
to  four  readings.  This  means  a delay  of  at  least  fourteen 
days  after  the  first  sample  of  blood  has  been  taken. 

Apart  from  these  specific  methods  of  differential 
diagnosis  or  the  presence  of  a typical  clinical  picture  there 
can  be  mere  speculation. 

Spirochaetal  Infection  without  Jaundice. 

It  is  almost  certain  that  many  cases  of  “ P.U.O.”  in 
Franco  have  been  due  to  the  Spirochaeta . icterohaemor- 
rhagiae, and  in  the  absence  of  jaundice  the  difficulty  in 
diagnosis  may  be  great.  It  is  becoming  more  generally 
recognized  that  this  same  spirochaete  may  give  rise  to 
a clinical  picture  in  which  there  is  an  absence  of  jaundice. 
The  following  case  illustrates  this  point. 

Sudden  onset  with  body  pains,  frontal  headache,  photo- 
phobia, and  vomiting.  Temperature  on  the  first  day  104°, 
pulse  100,  and  the  patient  was  very  ill.  The  conjunctivae 
were  injected;  herpes  labialis  was  present,  the  spleen  was 
not  palpable ; the  urine  showed  on  heating  a thick  cloud 
of  albumin,  but  no  bile.  Bilious  vomiting  was  persistent 
for  several  days. 

By  the  fourteenth  day  the  patient  appeared  convalescent,  ! 
but  on  the  twentieth  day  there  was  a return  of  fever  and 
pains,  which  lasted  for  five  days.  After  this  recovery  was 
slow,  but  continuous.  Nine  weeks  after  the  onset  spiro- 
chaetes  were  still  present  in  the  urine,  though  health  was 
nearly  re-established.  At  no  time  was  there  jaundice  or  j 
bile  pigment  in  the  urine. 

On  the  third  day  of  illness  2^  c.cin.  of  the  patient's 
blood  were  injected  into  the  peritoneal  cavity  of  a guinea- 
pig,  which  subsequently  developed  jaundice,  and  after 
death  spirochaetes  were  to  be  seen  in  the  sections  of  its 
liver. 

For  most  of  this  record  we  are  indebted  to  Captain  H. 
Carson,  lt.A.M.C. 

Costa  and  Troisier  have  shown  that  in  certain  cases 
which  present  meningeal  symptoms  the  cerebro-spiual 
fluid  produces  the  characteristic  disease  in  the  guinea-pig. 

It  is  therefore  necessary  to  bear  this  fact  in  mind  in  the 
elucidation  of  any  case  of  fever  presenting  pronounced 
meningeal  signs  and  symptoms. 

It  is  unnecessary  to  pursue  the  differentiation  of  this 
disease  with  jaundice  from  the  common  affections  of  the 
biliary  system  associated  with  jaundice.  Nor  is  it 
necessary  to  mention  the  various  febrile  diseases  which 
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Fig.  1. — Section  of  liver  from  a case  of  spirochaetal  jaundice.  The  liver  cells  and  ^IG'  Section  from  the  same  liver  as  Fig.  1. 

their  arrangement  appear  normal.  It  shows  biliary  stasis  and  collections  of  cells  (High  Power.) 

in  the  portal  areas. 


Fig.  3. — Spirochaetes  in  the  blood  of  a guinea-pig  experimentally 
infected. 


Fig.  4. — Section  of  liver  from  a case  of  spirochaetal  jaundice. 
Showing  dissociation  of  cells. 
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might  be  confused  with  spirochaetosis  icterohaemorrliagica 
before  the  development  of  jaundice,  or  with  that  type  of 
the  infection  in  which  jaundice  is  altogether  absent. 

Clinical  Pathology. 

Apart  from  the  finding  of  the  spirochaete  in  the  blood 
stream  and  the  injection  of  infected  blood  into  the 
guinea-pig,  which  are  discussed  below,  examination  of  the 
peripheral  blood  reveals  the  following  departures  from  the 
normal  state.  In  all  severe  cases  there  is  a slight  anaemia, 
the  average  red  cell  count  being  4 to  4.V  million  per  c.rnrn., 
and  the  haemoglobin  percentage  is  reduced  to  80  to  90 
per  cent.  Some  cases  become  very  anaemic,  and  in  one 
case  the  red  cells  numbered  2.)  million  per  c.mm.  There 
is  invariably  a leucocytosis,  amounting  in  some  cases  to 
25,000  per  c.mm.  Differential  counts  show  a relative 
increase  of  the  polymorphonuclear  leucocytes  to  75  to  80 
per  cent. 

The  fragility  of  the  red  cells  has  been  frequently  tested 
and  is  found  to  be  either  normal  or  slightly  diminished. 
No  abnormal  red  cells  have  ever  been  detected.  It  is 
certain,  therefore,  that  the  jaundice  is  not  of  haemolytic 
origin. 

As  there  ivas  evidence  that  the  jaundice  was  due  to 
some  obstruction  in  the  biliary  passages,  and  as  the  post- 
mortem examination  on  two  cases  suggested  an  inflamma- 
tion of  the  duodenum,  attempts  were  made  on  many 
occasions  to  siphon  off  the  duodenal  contents  by  means 
of  an  Einhorn  tube.  Though  no  spirochaete  was  ever 
detected  in  the  fluid  so  obtained,  the  finding  of  catarrhal 
cells  in  large  numbers  suggested  the  presence  of  a 
duodenitis  in  some  cases. 

Many  of  our  cases  in  whom  the  spirochaete  was  dis- 
covered were  investigated  thoroughly  from  the  point  of 
view  of  the  enteric  group.  The  examinations  were  always 
negative,  both  from  blood  culture  and  from  a study  of  the 
agglutination  curve. 

Morbid  Anatomy. 

The  opportunities  of  post-mortem  examination  have 
been  few,  and  the  following  account  is  based  on  four  cases 
in  our  own  series  and  the  accounts  of  four  post-mortem 
examinations  described  by  Captain  Stokes  and  others. 
Six  patients  died  on  the  ninth,  twelfth,  thirteenth, 
fourteenth,  seventeenth,  and  twenty-eighth  days  respec- 
tively, and  one  patient,  in  whom  the  date  of  onset  was 
doubtful,  died  on  the  fourth  day  after  admission  to  a 
casualty  clearing  station. 

All  the  bodies  were  deeply  jaundiced  with  the  exception 
of  the  case  who  had  died  on  the  twenty-eighth  day. 

The  Stomach  and  Intestines. — As  the  jaundice  in  these 
cases  appeared  to  be  of  the  obstructive  type,  special  atten- 
tion was  given  to  the  condition  of  the  duodenum,  and  in 
three  of  our  cases  the  appearances  pointed  to  a duodenitis. 
The  mucous  membrane  was  of  a bluish-red  colour,  and  the 
Brunner’s  glands  appeared  through  the  mucous  membrane 
as  small  yellow,  opaque  areas,  from  the  size  of  a pinhead 
to  that  of  a split  pea.  The  whole  of  the  mucous  mem- 
brane had  a swollen,  watery  appearance.  In  these  cases 
the  area  round  the  ampulla  of  Vater  seemed  to  be  par- 
ticularly affected.  Other  cases  did  not  show  this  same 
duodenal  condition,  and  microscopic  examination  did  not 
give  any  evidence  of  recent  or  old  inflammation. 

In  one  case  there  was  a considerable  submucous  haemor- 
rhage in  the  stomach,  and  in  another  a polypoid  condition 
of  the  mucous  membrane  at  the  pyloric  end.  Scattered 
subperitoneal  haemorrhages  were  commonly  found  over 
the  small  intestine.  No  noteworthy  lesions  were  discovered 
in  the  mucous  membrane  of  the  small  or  large  intestine  in 
any  other  case.  The  omental  glands  were  usually  enlarged. 

The  Liver  and  Bile  Passages. — Particular  attention  has 
been  given  to  the  naked  eye  and  microscopic  appearances 
of  the  larger  bile  passages.  These  were  normal  in  appear- 
ance and  showed  no  evidence  of  inflammation  except  in 
the  last  half-inch  of  the  common  duct  lying  within  the 
duodenal  wall.  This  was  swollen  and  of  bluish  colour  in 
resemblance  to  the  duodenal  mucous  membrane.  In  one 
instance  a probe  passed  along  the  common  duct  into  the 
duodenum  dislodged  a formed  plug  which  was  impacted 
in  the  ampulla.  A film  made  from  this  plug  showed 
numerous  epithelial  cell  nuclei  embedded  in  a matrix  of 
mucin. 

In  all  cases  the  liver  to  the  naked  eye  was  normal  in 
1 attern  and  texture,  though  sometimes  altered  in  colour, 


due  to  bile  stasis.  Microscopically  its  appearances  varied. 
In  one  group  the  cells  of  the  lobules  were  natural  in, 
arrangement  and  appearance,  and,  apart  from  evidence 
of  biliary  stasis,  the  only  abnormal  feature  w'as  the 
presence  of  collections  of  cells  in  the  portal  areas,  such 
as  occur  in  other  diseases.  (Figs.  1 and  2.)  In  another 
group  the  liver  cells  w'ere  dissociated  (Fig.  4),  and  many 
were  markedly  enlarged  and  contained  well-stained  nuclei. 
Collections  of  such  hypertrophied  cells,  with  clear  pale 
protoplasm,  appeared,  especially  just  beneath  the  capsule. 
Many  liver  cells  contained  two  nuclei,  and  mitoses  were 
numerous.  Staining  w’itli  Sudan  III  showed  a very  little 
fat,  in  the  form  of  fine  droplets,  which  were  partly  within 
the  endothelium  (Kupffer’s  cells). 

The  sum  of  these  changes  suggests  the  effect  of  damage 
which  has  been  insufficient  to  cause  extensive  necrosis, 
but  has  acted  as  a stimulant  to  cell  growth.  In  addition, 
the  portal  areas  show  collections  of  small  mononuclear 
cells  and  polymorphs,  and  towards  the  centres  of  the 
lobules  both  intracellular  and  extracellular  granules  and 
masses  of  pigment  were  found.  These  microscopic  changes 
resemble  those  described  by  Beitzke  and  Herxheimer. 

In  one  case  there  were  only  slight  changes — namely, 
variations  in  the  sizes  of  the  nuclei,  a few  mitoses,  vacuo- 
lation  of  the  central  cells  of  the  lobules,  and  in  one  place 
a hepatic  venule  was  filled  with  a mass  of  dissociated 
liver  cells  mingled  with  red  blood  corpuscles.  A film  made 
from  a scraping  of  this  liver  showed  one  characteristic 
spirochaete.  Stokes  in  two  cases  describes  an  exudation 
of  cells  into  the  interstitial  tissue  surrounding  the  smaller 
bile  ducts.  He  detected  leucocytes  lying  “ between  the 
liver  columns,  and  usually  between  the  vessels.” 

The  Kidneys. — Stokes  described  the  lesions  in  the 
kidneys  under  three  headings:  (1)  Swelling  and  granular 
degeneration  of  the  tubular  epithelium,  particularly  of  the 
proximal  convoluted  tubules  and  the  ascending  loops  of 
Henle  ; (2)  an  exudation  of  polymorphonuclear  leucocytes 
between  the  tubules  and,  more  rarely,  within  them ; 
(3)  haemorrhages  into  the  lumen  of  the  tubules  in  poorly 
defined  patches. 

The  glomeruli  showed  no  changes  in  particular. 

The  Spleen. — In  no  case  was  there  any  enlargement  or 
any  sign  of  involvement  of  this  organ.  This  harmonizes 
with  the  clinical  observation  that  the  spleen  is  not  usually 
enlarged  in  this  disease. 

The  pancreas  was  firm  and  to  naked  eye  and  microscopic 
examination  was  perfectly  normal. 

The  Lungs. — In  all  our  cases  there  were  haemorrhages 
in  the  lungs,  in  two  cases  reaching  the  size-and  consistence 
which  is  met  with  in  cases  of  mitral  stenosis.  There  was 
nothing  noteworthy  in  any  of  the  other  organs  of  the  body. 
Stokes  showed  the  presence  of  the  spirochaete  in  the 
kidney  in  one  of  his  cases.  In  no  other  morbid  human 
tissue  has  he  or  have  we  been  able  to  detect  it. 

EXPERIMENTAL  PATHOLOGY. 

I.  Historical. 

It  is  to  the  Japanese  workers  Inada  and  Ido  that  we  owe 
the  discovery  of  the  Spirochaeta  icterohaemorrhagiae.  In 
November,  1914,  they  announced  the  discovery  of  a spiro- 
chaete in  the  liver  of  a guinea-pig  which  had  developed 
jaundice  and  died  as  the  result  of  the  inoculation  of  blood 
from  a case  of  jaundice,  epidemics  of  which  they  were 
investigating  in  conjunction  with  Hoki,  Ivaneko,  lto,  and 
Matsuzaki.  This  finding  they  were  able  to  repeat,  the 
spirochaete  being  found  in  the  liver  and  blood  of  the 
infected  animals  in  large  numbers.  The  infection  was 
shown  to  be  transmissible  from  animal  to  animal.  Later 
these  Japanese  workers  were  able  to  demonstrate  the 
specificity  of  this  spirochaete,  the  finding  of  it  in  the 
patient’s  bicod  in  six  cases,  in  the  tissues  in  two  fatal 
cases,  and  the  discovery  of  protective  substances  against 
it  in  the  serum  of  patients  recovering  from  the  disease 
putting  this  question  beyond  doubt.  Similar  findings  were 
announced  by  the  German  workers  Hiibener  and  Reiter, 
Uhlenhuth  and  Fromme,  and  Bietzke,  obtained  by  them 
during  investigations  of  the  jaundice  epidemic  amongst 
their  troops.  No  mention,  however,  is  made  by  them  of 
the  Japanese  work.  The  researches  of  Stokes,  Ryle  and 
Tytler,  Dawson  and  Hume,  on  the  British  front,  and  latei 
those  of  Martin  and  Pettit,  Gamier  and  Reilly,  Costa  and 
Troisier  in  the  French  army,  have  shown  that  a similar 
type  of  jaundice  is  epidemic  on  the  Western  front,  findings 
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corresponding  with  those  of  the  Japanese  having  been 

obtained. 

II.  Experimental  Inoculation. 

Attempts  to  reproduce  this  condition  in  animals  have 
shown  that  the  guinea-pig  is  the  auimal  of  choice,  the 
monkey  and  rabbit,  being  more  or  less  immune,  whilst  the 
mouse  and  white  rat  occupy  an  intermediate  position. 
The  guinea  pig  can  be  infected  by  the  intraperitoneal 
injection  of  the  patient’s  blood  or  urine.  In  the  case  of 
blood,  success  can  only  be  looked  for  with  any  degree 
of  certainty  if  it  is  taken  early  in  the  disease — fourth 
or  fifth  day — and  though  the  blood  may  still  be  infective 
as  late  as  the  seventh,  eighth,  or  ninth  day,  later  than 
that  period  the  results  are  almost  always  negative.  The 
intraperitoneal  injection  of  3 to  5 c.cm.  of  blood  gives  the 
most  satisfactory  results.  As  regards  the  infectivity  of 
the  urine  for  the  guinea-pig,  some  difference  of  opinion 
seems  to  exist.  The  Japanese  authors  claim  that  the 
patient’s  urine  is  infectious  for  the  animal  early  in  the 
disease,  and  as  in  the  case  of  the  blood,  this  diminishes 
as  the  disease  progresses.  They  have,  however,  had 
positive  results  as  late  as  the  twenty -first  day.  On  the 
other  hand,  Gamier  and  Reilly  claim  that  it  is  only  from 
the  tenth  to  eleventh  day  onwards  that  the  urine  is 
capable  of  infecting  the  guinea-pig,  that  is  to  say,  from 
the  time  the  spirochaete  can  first  be  demonstrated  in  the 
urine  microscopically,  and  that  earlier  in  the  disease  the 
results  of  their  experiments  have  been  consistently 
negative.  Stokes’s  attempts  in  this  direction  were  on 
no  single  occasion  attended  with  success,  despite  the 
fact  that  the  centrifugalized  deposit  from  large  quan- 
tities of  urine  was  employed  and  the  attempts  were 
made  at  various  periods  of  the  disease.  Our  experiments, 
though  few  in  number,  were  negative. 

The  Disease  in  ilie  Guinea-pig . 

The  disease  in  the  guinea-pig  is  characterized  by 
jaundice,  haemorrhages,  conjunctival  congestion,  albu- 
minuria, and  pyrexia.  It  is  nearly  always  fatal.  The 
incubation  period  in  the  animals  injected  with  the  patient’s 
blood  is  Somewhat  variable — from  six  to  thirteen  days. 
Stokes  quotes  a case  in  which  it  would  appear  to  have 
been  as  long  as  eighty-six  days.  After  several  passages  of 
a strain  tbe  incubation  period  is  gradually  reduced  until 
it  reaches  a point  where  it  remains  more  or  less  constant, 
between  four  and  five  days.  The  mode  of  inoculation 
naturally  affects  the  incubation  period,  it  being  longer 
when  the  infectious  material  is  injected  subcutaneously. 
The  disease  is  ushered  in  by  a sharp  rise  in  temperature, 
the  animal  is  quiet  and  refuses  to  eat.  A temperature  of 
103  F.  is  the  rule,  though  it  may  rise  to  as  much  as  106°  F. 
Jaundice  appears  when  the  temperature  has  reached  its 
maximum,  the  animal  becomes  more  acutely  ill,  and 
usually  twenty-four  hours  after  its  appearance  we  have  a 
fall  of  temperature  to  subnormal,  collapse,  and  death. 
Spirochaetes  appear  in  the  blood  with  the  onset  of  pyrexia 
(Fig.  3),  and  can  be  demonstrated  in  the  urine  ante  mortem. 
Conjunctival  congestion  is  usually  present,  skin  haemor- 
rhages and  haematuria  are  not  infrequent. 

Bloocl  Changes  in  the  Guinea-piig. 

Anaemia  towards  the  end  of  tbe  disease  in  the  animal, 
according  to  Stokes,  is  marked  and  accompanied  by  a fall 
in  the  leucocyte  count.  Our  observations,  though  few 
in  number,  do  not  bear  out  this  statement,  a moderate 
degree  of  anaemia  only,  and  a polymorphonuclear  leuco- 
cytosis  with  a total  white  count  of  from  18,000  to  25,000 
being  noticed.  These  findings  bear  out  those  of  Dawson 
and  Hume  in  this  disease  in  man,  a moderate  polymorpho- 
nuclear leucocytosis  being  a constant  feature.  Apart  from 
a certain  degree  of  polychromasia,  we  have  not  found  any 
changes  on  the  part  of  the  red  cells. 

Pathological  Changes  in  the  Guinea-pig . 

The  findings  in  guinea-pigs  which  have  died  of.  the 
disease,  or  which  have  been  killed  after  the  appearance 
of  the  jaundice,  are  characteristic.  We  have  jaundice  of 
varying  intensity  of  the  skin  and  all  internal  surfaces.  As 
a rule  the  jaundice  is  marked,  but  occasionally,  as  in  man, 
one  meets  with  cases  which  show  little  or  none.  This  is, 
however,  a rare  occurrence.  Fine  petechial  haemorrhages 
are  seen  in  the  skin,  subperitoneally  and  in  the  muscles, 
particularly  those  of  the  thighs  and  abdominal  walls.  The 
loose  areolar  tissue  of  the  groins,  axillae,  and  cervical 
regions  shows  haemorrhages  of  varying  size,  and  the  lymph 


glands  in  these  regions  are  enlarged  and  frequently 
haemorrhagic.  The  post-peritoneal  tissue  also  shows 
numerous  haemorrhages,  particularly  in  the  region  of  the 
kidney,  that  organ  being  frequently  surrounded  by  a layer 
of  free  blood.  The  small  bowel  is  usually  congested,  and 
in  the  larger  percentage  of  cases  shows  numerous  sub- 
serous  haemorrhages  usually  elliptical  in  shape.  On 
opening  the  gut  it  is  occasionally  noticed  that  the 
duodenum,  particularly  in  its  upper  portions,  is  more 
congested  and  the  mucosa  more  swollen  than  the  rest  of 
the  small  intestine.  This  same  fact  was  drawn  attention 
to  by  Dawson  and  Hume.  The  large  bowel  may  show 
little  or  nothing;  or  it  may  be  the  site  of  areas  of  haemor- 
rhage, which  vary  from  clusters  of  pin  point  haemor- 
rhages to  areas  0.5  to  1 cm.  in  diameter,  which  suggest 
the  commencement  of  ulcer  formation. 

The  kidneys  are  acutely  congested  and  show  minute 
haemorrhages,  subeapsular  and  throughout  the  cortex. 
The  suprarenals  are  usually  the  site  of  large  haemor- 
rhages, as  is  the  case  in  any  acute  toxaemia  in  the  guinea- 
pig.  The  liver,  as  a rule,  shows  no  macroscopic  changes. 
The  spleen  is  congested,  friable,  and  in  the  majority  of  our 
cases  showed  distinct  enlargement,  though  Stokes  de- 
scribes it  as  “ not  obviously  enlarged.”  The  epididymis- 
and  testicle  may  also  show  haemorrhages.  The  lungs- 
show  the  mo3t  characteristic  changes  in  the  shape  of 
multiple  clear-cut  haemorrhages,  varying  in  size  from 
that  of  a pinhead  to  a threepenny-piece,  and  giving  rise  to 
that  appearance  which  the  Japanese  authors  very  happily 
describe  as  being  like  “ the  wings  of  a mottled  butterfly.” 
As  pointed  out  by  Stokes,  the  larger  haemorrhages  are 
usually  confined  to  the  lower  lobes  and  may  be  arranged 
symmetrically  along  the  lateral  margins  of  them.  He 
also  draws  attention  to  the  fact  that  these  haemorrhages- 
in  the  lungs  and  intestine  are  of  early  appearance,  having 
been  noticed  by  him  in  animals  killed  twenty-four  hours 
after  injection.  The  heart,  as  a rule,  shows  nothing,  but, 
as  in  the  case  of  other  viscera,  it  is  sometimes  the  site 
of  small  haemorrhages. 

Pathological  Histology. 

Liver. — The  changes  seen  in  the  liver  may  vary  from 
cloudy  swelling  to  acute  parenchymatous  degeneration,- 
small  prescribed  areas  of  cell  necrosis  sometimes  being; 
found  on  section.  According  to  the  Japanese,  the  biliary 
ducts  show  no  congestion,  but  Stokes  describes  an  inflam- 
matory process  about  the  smaller  bile  ducts  with  a leuco- 
cytic infiltration  of  the  affected  areas — a pericholangitis — 
and  to  this  he  is  inclined  to  attribute  the  jaundice. 

Kidney. — This  organ  shows  those  changes  characteristic 
of  an  acute  parenchymatous  nephritis.  The  tubular 
epithelium  shows  degenerative  changes,  in  many  cases- 
both  marked  and  extensive.  There  is  a leucocytic  infil- 
tration of  varying  degree  around  the  affected  tubules,  and 
not  infrequently  the  affected  tubules  in  places  are  packed 
with  leucocytes.  Haemorrhages  occur  throughout  the 
cortex  and  many  tubules  are  seen  to  be  filled  with  red 
cells.  These  degenerative  processes  fall  chiefly  on  the 
proximal  convoluted  tubules  and  the  thicker  portion  of  the 
loop  of  Henle,  the  glomeruli  as  a rule  not  being  markedly 
affected. 

Suprarenals.  — Almost  invariably  these  organs  are 
haemorrhagic,  and  in  acute  cases  they  show  haemor- 
rhages involving  practically  the  whole  of  their  structure. 
The  haemorrhages  apparently  originate  in  the  medulla. 

Lymphoid  Tissue.  — The  spleen,  lymph  nodes,  and 
Peyer’s  patches  all  show  congestion  and  some  endothelial 
proliferation.  The  spleen  shows  evidence  of  increased 
blood  destruction,  the  sinuses  being  packed  with  macro- 
phages containing  red  cells;  free  pigment  and  leucocytes 
are  also  present.  The  lymph  glands  occasionally  show 
haemorrhage,  and  the  Peyer’s  patches  are  usually  sur- 
rounded by  haemorrhage  in  the  form  of  a thin  layer  of 
free  blood,  and  also  show  extravasated  blood  throughout 
the  lymphoid  tissue. 

Lungs. — The  haemorrhages  in  the  lungs  are  seen  to  be 
pyramidal  in  shape,  with  their  base  lying  against  the 
pleura.  They  are  frequently  limited  by  the  boundaries  of 
the  lobule.  The  vessels  leading  to  these  areas  of  haemor- 
rhage are  frequently  seen  to  be  packed  with  leucocytes, 
and  Stokes  describes  cases  in  which  thrombi  have  been 
noticed  in  these  vessels,  though  he  does  not  consider  the 
evidence  sufficient  to  attribute  the  haemorrhages  to  these 
thrombi. 
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Distribution  of  the  Spirochaete  in  the  Guinea-pig . — The 
:3pirochaete  lives  and  multiplies  in  the  blood  stream  and 
in  various  organs.  It  is  usually  extracellular,  and  when 
present  in  the  tissues  it  is  found  in  the  interstitial  tissue, 
or  more  rarely  in  the  endothelium  or  in  the  phagocytic 
cells.  In  the  guinea-pig,  unlike  the  case  in  man,  it  is 
found  with  ease  in  the  blood  of  the  jaundiced  animal, 
especially  in  the  case  of  a strain  which  has  gone  through 
several  animal  passages  and  kills  the  animal  rapidly.  The 
liver  contains  the  spirochaete  in  great  numbers,  and  it  is 
sufficient  to  make  a smear  from  a portion  of  this  organ  to 
have  a preparation  showing  a dozen  or  more  spirochaetes 
per  oil-immersion  field.  In  stained  sections  the  spiro- 
chaetes are  seen  to  be  numerous  and  extracellular  for  the 
most  part,  forming  when  very  numerous  a sort  of  garland 
round  the  individual  cells.  After  the  liver,  the  kidneys 
and  suprarenals  contain  the  largest  number  of  spiro- 
chaetes. lu  the  kidney  they  occur  in  the  interstitial 
tissue  between  the  tubules  and  also  in  the  walls  and  lumen 
of  the  tubules  themselves.  Unlike  the  case  in  the  liver, 
their  distribution  in  the  kidney  is  by  no  means  geueral  but 
is  limited  to  areas,  where,  however,  they  are  numerous. 
Although  comparatively  numerous  in  the  blood  stream,  the 
spleen  and  bone  marrow  contain  few.  The  lymphoid 
tissue  (splenic  follicles  and  lymph  glands)  also  shows  but 
few  spirochaetes,  aud  in  the  lungs,  heart  muscle,  striated 
muscle  and  arterial  walls  they  are  rare.  They  are 
numerous  in  the  urine  from  the  commencement  of  the 
jaundice.  Though  the  foregoing  description  of  the  dis- 
tribution of  the  spirochaete  in  the  diseased  guinea-pig  is 
true  for  the  majority  of  cases,  one  occasionally  meets  with 
animals  in  which  the  spirochaete  is  only  found  with  diffi- 
culty. It  may  be  stated  as  a general  rule,  however,  that 
those  animals  showing  the  most  marked  lesions  contain 
the  most  spirochaetes. 

Mode  of  Excretion. — In  the  guinea-pig  the  spirochaete 
is  excreted  in  the  bile,  faeces,  and  urine,  though  it  is  only 
in  the  latter  that  it  is  with  any  ease  demonstrated  micro- 
scopically. Tiie  Japanese  workers  have  shown,  however, 
that  all  three  are  infective  for  the  guinea-pig,  their  experi- 
ments with  the  bile  of  infected  animals  giving  a greater  per- 
centage of  successful  results  than  those  with  the  faeces  and 
urine,  despite  the  fact  that  on  no  single  occasion  were  they 
able  to  demonstrate  the  spirochaete  microscopically  in  it. 

Technique  of  Transfer. — The  disease  can  be  trans- 
mitted from  animal  to  animal  most  surely  by  employing 
the  heart  blood  or  the  emulsion  of  liver  of  a diseased 
animal.  Inada  states  that  he  found  the  former,  injected 
in  quantities  of  2 c.cm.,  the  most  satisfactory,  but  our 
findings  and  those  of  Stokes  would  point  to  the  emulsion 
of  liver  being  the  more  certain  of  the  two.  In  the  case 
of  the  heart  blood  all  that  is  necessary  is  to  collect  the 
blood  with  the  usual  precautions  as  regards  sterility  and 
to  inject  it  intraperitoneally  into  the  fresh  guinea-pig. 
If  the  liver  emulsion  is  to  be  employed,  the  liver  is 
removed  as  rapidly  as  possible  after  opening  the  animal, 
using  the  greatest  possible  care  to  avoid  contamination, 
and  is  placed  in  a sterile  vessel,  where  it  is  roughly  ground 
up  with  a small  quantity  of  normal  saline.  The  resulting 
emulsion  is  then  rapidly  centrifuged  to  throw  down  the 
lumps  of  liver  tissue,  which  would  block  the  needle,  and 
the  fluid  so  obtained  injected  intraperitoneally  or  sub- 
cutaneously. The  employment  of  a large-bored  needle 
will  be  found  advisable,  and  in  all  cases  where  a possible 
contamination  is  suspected,  such  as  invasion  of  the  liver 
tissue  by  bacteria  post  mortem  should  the  animal  have 
been  dead  some  little  time,  the  subcutaneous  route  for 
inoculation  is  the  one  of  choice.  In  a like  manner  an 
emulsion  of  any  other  organ  containing  the  spirochaete, 
such  as  the  kidney  or  suprarenal,  could  be  employed. 
Besides  the  subcutaneous  and  intraperitoneal  methods  of 
inoculation  which  are  employed  as  a rule  owing  to  their 
simplicity,  the  guinea-pig  can  be  infected  by  way  of  the 
mouth,  feeding  the  animal  on  food  soaked  in  liver  emulsion, 
by  applying  the  virus  to  one  of  the  available  mucous 
surfaces,  aud  by  smearing  it  on  to  the  shaved  skin. 

III.  Morphology. 

M icroscopica  l Appearance. 

This  organism  is  fairly  pleomorphic,  and  varies  in  length 
from  4 g to  25  g,  with  an  average  length  of  8 to  9 g.  Its 
thickness  varies  with  the  staining  method  employed,  but 
the  Japanese  workers  are  of  the  opinion  that  it  is  probably 
about  0.25  g.  The  ends  are  sharp  and  pointed,  and  are  in 


most  cases  hooked,  not  uncommonly  both  ends  being  beut 
to  the  same  side  in  the  form  of  a letter  C,  or  one  end  is 
bent  in  an  opposite  direction  to  the  other,  giving  the  parasite 
an  S shaped  form.  The  spirochaete,  unlike  Treponema 
pallidum,  shows  irregular  undulations  usually  composed  of 
2 to  3 large  or  4 to  5 smaller  waves.  This  is  not  always  the 
case,  Martin  and  Pettit  pointing  out  that  occasionally  one 
comes  across  forms  in  which  the  waves  are  more  numerous 
and  more  regular,  the  parasite  approaching  more  the  form 
of  T.  pallidum.  In  the  blood  the  spirochaete  conforms  to 
the  typical  form,  except  in  those  severe  infections  where  it 
is  very  numerous,  and  then  one  meets  with  parasites  bent 
in  the  form  of  a ring  or  twined  one  about  another.  On  the 
other  hand,  the  forms  met  with  in  the  liver  vary  much  in 
shape  and  length.  One  sees  straight  forms,  others  bent  at 
one  end  only,  giving  the  parasite  the  appearance  of  a note 
of  interrogation,  and  again  others  showing  round  or  oblong 
granules,  3 to  4 in  number,  staining  a deep  purple  with 
Giemsa.  Still  larger  granules  may  sometimes  be  observed 
projecting  from  the  body  of  the  spirochaete — the  so-called 
“lateral  bud”  of  the  spirochaete  already  described  in  the 
case  of  other  varieties — the  significance  of  which  is  not 
apparent.  Degenerative  forms  are  also  met  with  which 
are  thick,  devoid  of  waves,  and  blunt  at  the  ends. 
Flagella  were  not  described  by  the  Japanese,  but  Martin 
and  Pettit  and  Yaudremer  in  a recent  publication  describe 
flagella,  which  they  have  been  able  to  demonstrate  by 
Lbffler’s  and  Van  Ermengem’s  staining  methods.  These  are 
terminally  placed,  aud  vary  in  number  and  length.  Further, 
they  have  been  able  to  show  that  the  flagellum  ends  in  a 
small  circular  knob,  the  significance  of  which  has  yet  to  be 
elucidated. 

Staining  Methods. — Unstained  in  a hanging  drop  pre- 
paration, the  spirochaete  is  invisible  with  the  ordinary 
microscope  except  when  very  numerous,  and  even  then  its 
presence  is  detected  only  with  the  greatest  difficulty. 

Darh-ground  Illumination. — By  this  means  the  spiro- 
chaete can  be  readily  studied.  It  is  not  nearly  so  refractile 
as  T.  pallidum,  and  its  movements  are  much  more 
sluggish.  As  a rule  it  remains  motionless,  01;  is  simply 
carried  across  the  field  by  the  currents  set  up  between  the 
slide  and  cover  slip.  It  is,  however,  capable  of  lashing 
movements  of  the  extremities,  the  centre  portion  of  the 
parasite  remaining  rigid,  or  it  may  show  twisting  worm- 
like movements.  W 

Dried  Smears. — Smears  of  blood,  tissues,  or  urine  sedi- 
ment can  be  readily  stained  by  Geimsa,  Leishman, 
Tribondeau,  or  a rapid  silver  impregnation  method  such  as 
Fontana.  With  Giemsa,  after  a preliminary  fixation  with 
methyl  alcohol,  absolute  alcohol, or  osmic  acid,  the  prepara- 
tion is  stained  for  two  hours  with  a mixture  of  20  drops  of 
stain  in  10  c.cm.  of  water.  Generally  speaking,  when  the 
leucocytic  granules  are  deeply  stained,  the  spirochaete 
will  be  found  to  be  stained.  With  Leishman,  after  the 
preliminary  fixation  for  one  minute  with  undiluted  Stain, 
the  diluted  stain  is  allowed  to  act  for  thirty  minutes. 
This  gives  quite  satisfactory  results,  and  though  not 
deeply  stained  the  spirochaete  is  readily  visible.  Coloured 
by  these  methods,  the  spirochaete  has  a pinkish-purple 
tint.  Burri's  Indian  ink  method  and  similar  processes 
give  us  a rapid  and  satisfactory  means  of  demonstrating 
the  spirochaete  in  smear  preparations,  but  perhaps  the 
most  satisfactory  of  all  is  that  of  Fontana,  which  consists 
of  staining  the  preparation  with  an  ammoniated  silver 
nitrate  solution  after  a preliminary  mordancing  with  5 per 
cent,  aqueous  solution  of  tannic  acid. 

Staining  of  Sections. — The  most  satisfactory  staining  pro- 
cess for  sections  will  be  found  to  be  the  older  Levaditi  method. 

Staining  of  Flagella. — For  this  purpose  the  methods  of 
Loftier  aud  Van  Ermengem  both  give  satisfactory  results- 
The  following  are  the  directions  given  by  Martin,  Pettit, 
and  Yaudremer : 

(a)  Loftier.  Fix  in  ether-alcohol.  Cover  the  preparation  with 
L 6 flier’s  fuchsia  ink  and  iieat  gently,  stopping  the  heating  as 
soon  as  the  preparation  commences  to  steam.  Wash  in  distilled 
water,  and  then  three  times  with  absolute  alcohol.  Stain  with 
alkaline  aniline  gentian  violet,  warming  gently.  Wash  in  dis- 
tilled water  and  dry. 

( b ) Van  Ermengem.  Follow  the  classical  technique,  but  in 

place  of  Ziehl’s  carbol  fuchsin  stain  the  preparation  with 
alkaline  aniline  gentian  violet,  diluted  so  as  to  obtain  a back 
ground  not  too  deeply  stained.  , 

IY.  Cultivation  Experiments. 

The  first  successful  attempts  to  cultivate  the  spiro 
chaete  were  those  of  the  Japanese  Ito  and  Matsuzaki 


INFECTIVE  JAUNDICE. 


'Starting  from  the  infected  guinea-pig,  the  spirochaete  was 
.obtained  in  pure  culture  by  the  method  of  Noguchi,  guinea- 
pig  kidney  replacing  that  of  the  rabbit  usually  employed. 
The  cultures  were  covered  by  a layer  of  liquid  paraffin.  The 
best  results  were  obtained  at  a temperature  of  22°  to  25°  C. 
They  noticed  that  growth  commenced  in  from  three  to 
seven  days,  or  rarely  after  a delay  of  as  much  as  two 
weeks,  that  the  first  generation  lived  for  three  to  six 
weeks,  and  that  the  lives  of  the  succeeding  generations 
-were  rather  shorter.  Since  then  they  have  succeeded 
in  growing  the  organism  on  various  different  media, 
solid  and  liquid — blood  agar  and  gelatin,  human  serum, 
diluted  ox  serum  and  ascitic  fluid.  Martin  and  Pettit 
in  repeating  this  work  have  been  unable  to  obtain 
cultures  on  solid  media,  but,  however,  have  been 
i successful  with  various  liquid  media.  The  most  satis- 
factory they  found  to  be  diluted  rabbit  serum  (1  in  5 
of  normal  saline),  and  diluted  ox  serum  (1  in  9 of  normal 
saline),  without  the  addition  of  pieces  of  tissue,  but  merely 
covered  with  a layer  of  liquid  paraffin.  The  organism 
grows  well  at  a temperature  of  between  25°  and  32°  C., 
refusing  to  grow  at  37°  C.  or  only  after  acclimatization. 
The  cultures  are  inoculated  with  the  heart  blood  or  emul- 
sion of  liver  of  a jaundiced  guinea-pig  which  has  been 
preferably  killed  and  not  allowed  to  die  of  the  disease. 
The  cultures  remain  clear,  any  cloudiness  or  turbidity 
being  an  indication  of  contamination  and  of  failure  because 
the  spirochaete  refuses  to  grow,  or  only  shows  feeble  growth 
in  the  presence  of  other  organisms.  The  cultures  are 
without  odour  and  ascitic  fluid  remains  uncoagulated.  In 
culture  the  spirochaete  is  evenly  distributed  throughout 
the  media,  and  is  shorter  and  more  active  than  when  seen 
in  the  tissues.  Occasionally  one  sees  several  spirochaetes 
intertwined  together  in  the  form  of  a rosette,  and  here  and 
there  individuals  of  exceptional  length.  As  the  culture 
becomes  older  the  organism  becomes  less  active,  and 
degeneration  forms  make  their  appearance.  Subcultivation 
should  be  practised  when  growth  is  at  its  height,  that  is, 
when  spirochaetes  are  numerous  and  active.  The  cultures 
are  capable  of  reproducing  the  disease  in  the  guinea-pig, 
and  their  virulence  is  maintained  up  to  the  twenty-second 
jday. 

V.  Mode  of  Spread  of  the  Disease. 

In  their  first  communication  the  Japanese  authors 
expressed  the  opinion  that  infection  occurred  through  the 
skin  or  by  the  mouth.  As  was  shown  by  them,  the  spiro- 
chaete is  excreted  chiefly  by  way  of  the  urine,  which  provides 
la  ready  means  for  the  dissemination  of  the  virus.  They 
had  noticed,  also,  that  epidemics  of  jaundice  occurring  in 
mines  were  confined  to  “wet”  mines,  and  that  if  in  a 
mine  the  cases  came  from  one  particular  portion,  that 
portion  of  the  mine  was  invariably  a flooded  one.  The 
animal  experiments  performed  by  them  showed  that  the 
guinea-pig  could  be  readily  infected  by  way  of  the  mouth, 
or  by  simply  applying  the  infectious  material  to  the  shaved 
skin,  abraded  or  intact — five  minutes’  contact  being 
sufficient  for  infection  to  have  taken  place.  Knowing 
these  facts  it  seemed  probable  that  in  these  epidemics,  in 
the  mines  at  any  rate,  the  water  having  been  contaminated 
by  urine  the  spirochaete  gained  entrance  to  its  new  host 
via  the  skin  or  by  the  mouth.  This  was  further  borne  out 
by  the  fact  that  when  the  flooded  portions  of  the  mine 
were  pumped  dry  the  incidence  greatly  decreased.  In  the 
communication  of  Stokes,  Ryle  and  Tytler  attention  is 
Irawn  to  the  fact  that  the  cases  of  jaundice  occurring  in 
mis  sector  of  the  line  came  almost  exclusively  from  one  or 
;wo  portions  of  the  front  line  trench,  and  that  as  soon  as 
;he  units  were  moved  out  of  these  particular  trenches 
Rey  ceased  to  have  cases  of  jaundice,  and  in  a similar 
nanner  fresh  units  moving  into  them,  who  had  had  no 
cases  up  to  that  time,  almost  immediately  commenced  to 
levelop  them.  These  portions  of  trench  when  compared 
vith  the  rest  of  the  line  were  distinguished  from  the 
remainder  by  always  being  in  a very  wet  condition,  it 
ceing  impossible  to  drain  them  properly.  In  their  first 
)aper  the  Japanese  discussed  the  possibility  of  biting 
nsects,  such  as  the  flea  or  mosquito,  playing  a part  in  the 
ipread  of  the  disease  from  man  to  man,  but  concluded  that 
he  smallness  of  the  numbers  of  the  spirochaetes  in  the 
)eripheral  circulation  made  it  very  doubtful.  Stokes  also 
indertook  experiments  with  a view  to  finding  out  if  the 
)ody  louse,  so  common  amongst  the  troops,  could  be  in- 
criminated. When  one  considers  however  how  general 
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the  distribution  of  the  louse  is,  and  how  localized  the  areas 
from  which  cases  of  jaundice  come,  this  does  not  seem 
probable.  His  experiments  proved  negative.  In  a recent 
communication  the  Japanese  state  that  they  have  been 
able  to  show  the  presence  of  the  spirochaete  in  38  per 
cent,  of  the  field  rats  coming  from  areas  in  which  jaundice 
was  epidemic,  and  they  suggest  that  the  infection  may  be 
conveyed  by  the  rats’  urine  directly  or  indirectly.  Stokes 
has  been  able  to  confirm  this  finding,  six  out  of  fifteen  rats 
caught  in  these  areas  in  which  jaundice  was  endemic 
having  been  shown  to  contain  the  spirochaete  in  the  kidney 
capable  of  producing  the  disease  in  the  guinea-pig.  It 
would  appear,  therefore,  that  the  rat  acts  as  a reservoir  for 
the  infective  agent,  spreading  the  disease  by  means  of  its 
urine  directly  or  indirectly,  and  that  infection  is  further 
spread  by  the  patient’s  urine  and  faeces. 

YI.  Immunity. 

The  Japanese  in  their  first  paper  pointed  out  that  the 
blood  of  convalescent  patients  contained  protective  sub- 
stances capable  of  neutralizing  the  virus  in  vitro , and  of 
protecting  the  guinea-pig  against  infection.  This  sub- 
stance is  first  demonstrable  in  the  blood  serum  after  the 
tenth  day  of  illness,  but,  as  a rule,  is  not  found  before  the 
fifteenth  to  the  twentieth  day.  This  immune  substance 
persists  in  the  blood  for  a long  time,  the  Japanese  authors 
quoting  two  cases  in  which  it  was  detected  at  the  end  of 
five  and  a half  years.  It  is  specific,  and  is  not  present  in 
the  serum  of  healthy  persons,  nor  in  the  serum  from  cases 
of  jaundice  of  other  origin. 

The  immune  substances  can  be  demonstrated  by  the  re- 
action of  Pfeiffer,  the  results  of  the  experiment  being  con- 
firmed by  the  subsequent  condition  of  the  guinea-pigs,  the 
control  animal  developing  jaundice  and  dying,  while  the 
other  which  received  the  virus  and  the  patient’s  serum 
remains  unaffected.  They  also  showed  that  this  substance 
was  endowed  with  curative  properties,  the  diseased  guinea- 
pig  being  cured  by  an  injection  of  the  patient’s  serum  if  it 
was  administered  before  the  onset  of  jaundice.  These 
facts  have  been  confirmed  by  the  French  and  by  Stokes, 
the  latter  having  shown  that  even  after  the  appearance  of 
jaundice  the  guinea  pig  can  be  cured,  provided  the  serum 
is  injected  before  the  collapsed  stage  is  reached.  In  view 
of  these  facts,  the  Japanese  have  prepared  an  antiserum 
by  immunizing  a horse,  and  report  encouraging  results 
from  the  employment  of  this  serum  therapeutically.  The 
French  also  are  preparing  an  antiserum,  but  so  far  have 
published  no  results  of  its  application  in  the  disease. 

Attempts  have  also  been  made  to  demonstrate  immune 
bodies  in  the  patient’s  serum  by  means  of  the  reaction  of 
the  fixation  of  complement.  As  antigen  an  emulsion  of 
liver  rich  in  spirochaetes  was  employed.  Stokes  reports 
negative  results  with  this  reaction,  and,  while  Martin  and 
Pettit  state  that  it  was  positive  in  the  five  cases  in  which 
it  was  tried  by  them,  they  at  the  same  time  admit  that  a 
strongly  syphilitic  serum  gave  a positive  result  also. 

The  serum  of  the  patient,  according  to  Gamier  and 
Reilly,  does  not  agglutinate  the  spirochaetes,  whereas  the 
Pasteur  Institute  serum  agglutinates  them  readily,  the 
spirochaetes  losing  their  mobility  and  running  together  into 
clumps. 

VII.  Bacteriological  Diagnosis. 

Direct  Examination  of  the  Blood. 

Owing  to  the  shortness  of  the  period  during  which  the 
organism  is  to  be  found  in  the  circulation  and  the  small- 
ness of  its  numbers  when  present  therein,  the  direct 
examination  of  blood  smears  for  the  spirochaete  is  of  little 
value  as  a practical  method  of  diagnosis.  However,  in  the 
early  stages  of  disease  (up  to  the  seventh  day)  it  is  some- 
times possible  to  demonstrate  the  spirochaete  in  this 
manner,  and,  seeing  that  it  requires  little  time  or  trouble, 
it  is  worthy  of  trial.  The  blood  may  be  examined  by 
means  of  the  ultra-microscope;  blood  smears  may  be 
stained  by  Giemsa,  Leisliman,  and  Fontana,  or  prepara- 
tions made  with  Burri’s  Indian  ink  method. 

Animal  Inoculation. 

The  reproduction  of  the  disease  in  the  guinea-pig  by  the 
injection  of  the  patient’s  blood  or  urine  is  undoubtedly  the 
most  satisfactory  and  convincing  diagnostic  test  we  at 
present  possess,  but  unfortunately,  owing  to  the  fact  that 
it  is  only  in  the  early  stages  of  the  disease  that  the  blood 
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is  infective  anil  that  the  infectivity  of  the  urine  is  a very 
variable  quantity,  this  method  of  diagnosis  as  a practical 
measure  has  its  limitations.  In  the  early  days  of  the 
disease,  up  to  the  seventh  or  even  ninth  day,  one,  or 
preferably  two,  guinea-pigs  should  be  inoculated  iutra- 
peritoneally  with  3 to  5 c.cm.  of  the  patient’s  blood. 
Injection  of  larger  quantities  of  blood  is  of  itself  sufficient 
frequently  to  kill  the  guinea-pig.  In  a positive  case,  after 
an  incubation  period  of  from  six  to  twelve  days,  the  animal 
develops  the  disease  and  dies,  showing  the  characteristic 
changes  already  described.  Similarly,  in  the  early  days 
of  the  disease  the  injection  of  the  urine  into  the  guinea-pig 
should  be  done,  and  even  after  the  blood  has  ceased  to 
be  directive  and  the  case  is  well  advanced,  it  is  perhaps 
worthy  of  trial,  because,  as  shown  by  Gamier  and  Reilly, 
positive  results  may  be  obtained  as  late  as  the  twenty- 
eighth  day.  These  workers  inject  the  centrifugalized 
deposit  from  40  to  60  c.cm.  (occasionally  as  much  as 
150  to  250  c.cm.)  of  recently  passed  urine,  suspended 
in  5 c.cm.  normal  saline.  Naturally  all  precautions  as 
regards  sterility  must  be  observed  in  the  collection  and 
centrifugalization  of  the  urine. 

Examination  of  the  Urine  for  Spirocliaetes. 

As  pointed  out  by  the  Japanese,  the  spirocliaete  is 
eliminated  chiefly  by  way  of  the  kidney,  and  from  the 
ninth  day  onwards  can  be  demonstrated  microscopically 
in  the  urine.  At  first  it  appears  in  the  urine  in  small 
numbers  only,  the  number  gradually  increasing  to  a 
maximum  reached  about  the  thirteenth  to  fifteenth  day 
of  disease,  to  diminish  again  and  finally  disappear  from 
the  nrine  about  the  fifth  or  beginning  of  the  sixth  week  of 
illness.  Should,  therefore,  a case  of  jaundice  present 
itself  too  late  in  the  disease  to  make  the  injection  of  the 
guinea-pig  with  the  blood  of  no  use,  and  should  the  injec- 
tiou  of  a guinea-pig  with  the  urine  have  proved  negative, 
the  demonstration  of  the  spirocliaete  in  the  urine  gives  us 
valuable  information  as  to  the  cause  of  the  jaundice.  The 
procedure  is  simple  and  is  as  follows  : The  urine  is  collected 
in  a sterile  vessel  and  50  c.cm.  or  so  centrifuged.  The 
deposit  so  obtained  is  washed  with  distilled  sterile  water 
and  recentrifuged  and  smears  made  with  the  final  deposit. 
Preparations  can  be  made  by  the  Indian  ink  method, 
Harrison’s  collargol  method,  or  with  a 2 per  cent,  aqueous 
solution  of  Congo  red,  treating  the  smear  so  obtained 
with  1 per  cent.  HC1  in  alcohol,  as  recommended  by 
Benians.  These  methods  have  the  advantages  of  rapidity 
and  simplicity,  but  in  our  opinion  the  best  is  the  staining 
of  dried  smears  by  the  method  of  Fontana.  Should,  there- 
fore, the  urine  of  a case  of  jaundice,  examined  in  this 
manner  towards  the  end  of  the  second  or  beginning  of  the 
third  week,  show  the  presence  of  numerous  spirocliaetes 
having  the  morphological  characters  of  the  Spirochaeta 
xcteroliaemorrkagiae  already  described,  and  should  the 
case  have  been  proved  negative  for  the  enteric  group  by 
blood  culture,  examination  of  stools  and  urine  for  bacilli 
or  by  agglutination,  there  is  little  doubt  that  the  case  in 
question  is  one  of  spirochaetosis.  It  must  be  borne  in 
mind,  however,  that  it  is  not  sufficient  to  examine  the 
urine  on  one  occasion  only,  but  soveral  examinations  at 
intervals  of  two  to  three  days  may  be  necessary  before  the 
spirocliaete  is  found.  Even  then,  as  pointed  out  by  Stokes, 
we  may  fail  to  find  the  spirocliaete  because  it  is  to  be 
expected  that  in  mild  cases  the  numbers  excreted  will  be 
small,  and  the  period  during  which  they  are  to  be  found  in 
the  urine  transient.  It  cannot  bo  claimed,  however,  that 
this  method  of  diagnosis  has  the  same  value  as  the  pro- 
duction of  jaundice  in  the  guinea-pig  as  there  are  certain 
obvious  sources  of  error.  These  are  the  limitation  of  the 
microscope  when  used  alone  to  determine  the  species  of 
micro-organism  with  which  one  is  dealing  and  the  presence 
of  other  bodies  in  the  preparation  resembling  spirocliaetes 
liable  to  mislead  an  inexperienced  observer.  The  latter 
error  should  not  be  made  by  a skilled  worker,  and  though 
the  examination  by  ns  of  control  urines  from  cases  of 
scarlet  fever,  measles,  lobar  pneumonia,  typhoid  and  para- 
typhoid fever  have  occasionally  revealed  the  presence  of 
spirocliaetes,  this  has  been  of  rare  occurrence,  and  in  no 
case  did  these  spirocliaetes  or  spirilla  bear  any  morpho- 
logical resemblance  to  the  Spirochaeta  icterohaemor- 
rhagiae.  We  have,  therefore,  concluded  that  in  a case  of 
jaundice  the  clinical  symptoms  of  which  point  to  spiro- 
chaetosis, which  has  been  proved  negative  to  the  enteric 


group,  and  in  the  urine  of  which  spirocliaetes  with  the 
morphology  of  Spirochaeta  icterohaemorrhagiae  have  been 
found,  one  is  in  possession  of  a chain  of  evidence  warranting 
the  diagnosis  of  spirochaetal  jaundice. 


Immunity  Reactions. 

1.  Reaction  of  Neutralization. — This  reaction,  already 
referred  to  under  the  heading  of  immunity,  can  be  made 
use  of  in  diagnosis.  It  suffices  to  mix  a toxic  dose  of  virus 
(liver  emulsion)  with  1 to  2 c.cm.  of  the  serum  from  the 
case  in  question  and  to  inject  it  into  a guinea-pig  intra- 
peritoneally.  The  control  animal  receives  the  virus  alone. 
If  the  case  is  one  of  spirochaetosis,  the  guinea-pig  remains 
unaffected,  the  control  animal  dying  with  the  characteristic 
post-mortem  changes;  on  the  other  hand,  if  the  case  were 
not  one  of  spirochaetosis,  both  animals  would  develop 
jaundice. 

2.  Fixation  of  Complement. — It  would  not  appear  that, 
in  our  present  state  of  knowledge,  this  reaction  would  be 
of  much  service  in  diagnosis.  Martin  and  Pettit  report 
positive  results,  however,  in  the  five  cases  in  which  it  was 
tried  by  them,  but  the  value  of  these  results  was  somewhat 
detracted  from  by  the  fact  that  a strongly  syphilitic  serum 
gave  a positive  result  as  well  with  their  antigen. 


CONCLUSION. 

It  would  seem  to  be  proved  that  there  is  in  the  armies 
in  France  a type  of  infective  jaundice  which  is  the  same 
in  clinical  and  pathological  features  as  that  described  by 
the  Japanese  workers,  and  that  this  disease  is  caused  by 
the  Spirochaeta  icterohaemorrhagiae.  And  there  is  also 
undoubted  proof  that  this  same  spirocliaete  may  cause 
a similar  train  of  symptoms  without  the  appearance  of 
jaundice. 

A complete  bibliography  is  appended,  and  to  the  authors 
of  the  various  publications  we  acknowledge  our  debt. 
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CHAPTER  XIII. 


THE  PART  PLAYED  BY  BRITISH  MEDICAL  WOMEN  IN  THE  WAR. 

BY 

Miss  MARY  H.  FRANCES  IYENS,  M.B.,  M.S.Lond., 

Surgeon-ix-Charge  Scottish  Women’s  Hospital,  Royaghoxt,  France. 


In  the  days  of  peace  medical  women  took  their  share  in 
ill  phases  of  professional  life  in  Great  Britain  and  Ireland 
so  that  they  needed  no  separate  history.  But  in  war  the 
spheres  of  work  open  to  them  are  limited  by  military 
(considerations,  and  it  has  seemed  proper,  therefore,  to 
attempt  some  account  of  the  manner  in  which  they  have 
iCome  forward  to  render  professional  services  to  the 
wounded  and  sick.  They  have  not  shrunk  from  personal 
risk  and  hardship,  and  at  the  same  time  have  done  their 
part  in  bringing  modern  scientific  methods  to  bear  on  the 
novel  clinical  problems  with  which  the  special  circum- 
stances of  this  war  have  confronted  military  medicine,  and 
have  not  only  individually  shown  untiring  energy  in 
emergencies,  but  also  an  admirable  capacity  of  a combina- 
tion and  organization  in  face  of  unforeseen  difficulties. 
The  account  does  not  profess  to  be  complete,  it  does  not 
make  mention  of  much  good  work  done  by  individuals,  and 
contains  little  reference  to  the  many  medical  women  who 
have  laboured  with  medical  men  at  home  for  the  good  of 
the  civil  population ; but  such  as  it  is  it  has  an  interest  of 
its  own  as  a sketch  of  the  work  done  by  British  medical 
women  in  the  first  war  in  which  they  have  been  numerous 
enough  to  count. 

In  the  early  days  of  the  war  British  medical  women 
volunteered  their  services  in  aid  of  the  wounded  of  their 
own  country,  but  finding  that  the  British  Red  Cross  and 
the  War  Office  were  at  that  time  amply  supplied,  they 
| turned  their  attention  to  the  needs  of  the  Allies,  whose 
countries  were  already  invaded  by  the  enemy.  Units 
composed  partly  or  entirely  of  women  were  accepted  for 
| service  under  the  Belgian,  French,  and  Serbian  Red  Cross. 

The  Women’s  Imperial  Service  League  was  the  first  to 
send  a hospital  to  Belgium,  and  though,  owing  to  the  rapid 
and  unfortunate  march  of  events  there,  its  career  was 
short,  it  rendered  very  material  service  during  the  siege  of 
Antwerp.  Miss  Stoney,  M.B.,  B.S.Lond.,  with  a staff  of 
six  women  doctors,  was  in  charge  of  the  hospital,  which 
was  full  of  seriously  wounded  cases  when  the  bombard- 
ment on  October  8th  took  place.  The  hospital  was 
eighteen  hours  under  shell  fire  before  the  patients  (Belgians 
and  some  British)  could  be  placed  in  comparative  safety. 
During  this  time  no  member  of  the  unit  was  injured, 
although  the  ground  was  littered  with  shell  and  the 
houses  round  were  burning.  The  unit  crossed  the  Scheldt 
by  the  bridge  of  boats  on  London  motor  buses  to  join  the 
retreating  British  marines  twenty  minutes  before  the  boats 
were  blown  up  by  the  retreating  Belgians. 

In  November,  1914,  the  unit  was  formed  again,  and  a 
hospital  of  70  beds  was  established  at  Cherbourg  under 
the  French  Red  Cross  in  an  ancient  chateau.  Two  days 
after  their  arrival  seriously  wounded  French,  Belgians, 
and  Senegalese  came  in  from  Dunkirk  by  boat.  Most  of 
the  cases  had  badly  comminuted  fractures,  and,  as  they 
did  not  arrive  until  four  to  eight  days  after  being  wounded, 
a considerable  number  of  amputations  had  to  be  performed 
for  gangrene,  advanced  sepsis,  septicaemia,  and  secondary 
haemorrhage. 

It  was  not  until  the  spring  of  1915  that  medical  women 
j undertook  the  full  charge  of  British  wounded  in  England, 

| although  in  October,  1914,  Dr.  Louisa  Garrett  Anderson 
established,  under  the  French  Red  Cross,  a small  hospital 
m Paris  which  received  some  British  wounded. 

In  consequence  of  a rearrangement  of  the  transport  of 
the  wounded  the  hospital  at  Cherbourg  was  closed  early  in 

1915.  Dr.  Florence  Stoney  was  appointed  radiologist  to 
the  Fulham  Military  Hospital  in  April  of  that  year,  with  a 
ward  for  the  treatment  of  cases  of  disordered  action  of  the 
heart,  shell  shock,  and  Graves’s  disease.  By  January, 

1916,  this  department  had  already  examined  4,351  cases, 
and  had  taken  5,530  skiagrams,  in  addition  to  giving  x ray, 
high  frequency  treatment,  and  vibratory  massage.  The 
special  study  of  the  action  of  x rays  in  hyperthyroidism  led 
Dr.  Stoney  to  point  out  the  close  connexion  between  hyper- 
activity of  the  thyroid  gland  and  the  tachycardia  and 
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breathlessness  seen  in  cases  of  “irritable  heart”  and 
“ soldier’s  heart.”  By  x-ray  treatment  the  thyroid  gland 
can  be  reduced  in  size.  As  it  grows  smaller  the  symptoms 
disappear.  The  thyroid  in  exophthalmic  goitre  is  much 
more  easily  affected  by  x rays  than  the  thyroid  of  a 
quiescent  broncliocele,  as  the  glandular  cells  are  in  a very 
active  condition.  Conditions  similar  to  Graves’s  disease 
are  produced  by  war  strain.  Dr.  Stoney  believes  that 
x rays  are  a specific  for  exophthalmic  goitre,  though  the 
heart  condition  is  incurable,  the  muscle  remaining  weak, 
so  that  the  organ  can  be  more  easily  overstrained  than 
a healthy  heart.  Symptoms  of  hyperthyroidism  are  often 
of  late  onset  in  ordinary  broncliocele,  when  micro- 
scopically areas  of  altered  tissue  similar  to  that 
occurring  in  exophthalmic  goitre  are  found.  Thus 
Graves’s  disease  may  be  primary  (most  of  the  cases  in 
the  war  come  under  this  group),  or  grafted  on  to  a pre- 
existing bronchocele.  Dr.  Stoney  places  special  stress  on 
the  following  abnormal  symptoms  needing  treatment : 
(1)  Fine  tremor,  (2)  excessive  perspiration,  (3)  great  nervous- 
ness and  twitchings,  and  (4)  a pulse- rate  habitually  over  90. 
A common  combination  is  tremors,  breathlessness,  tachy- 
cardia, weakness,  and  sweating,  nervous  twitchings,  and 
obliteration  of  wrinkles  on  the  forehead.  Though  ray 
treatment  does  not  deal  with  the  primary  cause  of  the 
disease  it  relieves  the  patient  by  lessening  the  thyroid 
gland.  Its  chief  disadvantage  is  that  several  sittings, 
spread  over  a couple  of  months  or  more,  are  required. 
X rays  are  applied  as  vigorously  as  is  compatible  with 
safety.  One  Sabouraud  dose  filtered  through  one  or  two 
millimetres  of  aluminium  is  given  to  each  side  of  the 
thyroid  weekly  in  about  twenty  minutes.  The  heart  is 
one  of  the  earliest  organs  to  respond,  becoming  regular 
and  of  normal  size.  After  some  time  exophthalmos 
usually  disappears  and  the  goitre  diminishes.  The  only 
risk  is  that  of  temporary  pigmentation  of  the  skin  occa- 
sionally going  on  to  telangiectasis. 

Scottish  Women's  Hosjntals. 

In  September,  1914,  an  Edinburgh  graduate,  Dr.  Elsie 
Inglis,  was  instrumental  in  promoting  the  formation  of  the 
Scottish  Women’s  Hospitals  for  foreign  service,  and  units 
consisting  entirely  of  women  were  arranged  for  Belgium, 
France,  and  Serbia.  The  first  unit,  intended  for  Belgium, 
was,  owing  to  the  German  occcupation  of  that  country, 
sent  to  Calais.  It  was  nob  a complete  unit,  but  consisted 
of  a staff  of  doctors  aud  ten  nurses  under  Dr.  Alice 
Hutchinson.  It  worked  during  the  severe  typhoid 
epidemic  among  the  Belgian  soldiers  under  Dr.  Depage 
from  November,  1914,  to  April,  1915  ; the  mortality  among 
its  patients  was  relatively  low. 

Worlc  in  France. 

At  the  beginning  of  December,  1914,  the  first  complete 
hospital  unit  was  sent  out  under  the  French  Red  Cross, 
and  was  established  in  the  Abbaye  de  Royaumont. 
Within  easy  distance  of  a large  evacuating  station  the 
Abbaye,  from  its  size  and  situation,  proved  to  be  an 
excellent  site.  Although  within  sound  of  the  guns,  its 
architectural  beauty  and  the  forest  scenery  in.the  neigh- 
bourhood made  it  an  ideal  spot  in  which  the  wounded 
soldier  could  forget  for  a time  the  horrors  and  discomfort 
of  war.  After  inspection  by  the  Service  de  Sante  the 
hospital  was  opened  on  January  13tli,  1915,  as  Hopital 
Auxiliaire  301,  fully  equipped  for  the  reception  of  surgical 
cases. 

Dr.  Agnes  Savill  has  described  the  difficulties  en- 
countered in  making  the  first  a;-ray  installation.  An  a;-ray 
room  was  fitted  up  close  to  the  operating  theatre  and  a 
developing  room  was  contrived  in  a large  cupboard  with  a 
fish-kettle  as  a cistern.  In  spite  of  this  the  developing 
was  easily  performed  until  there  came  a rush  of  work. 
Then  a village  plumber,  who  had  known  the  abbey  in  the 
days  of  the  nuns,  found  a cold  water  pipe  in  a cupboard  on 
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ward  with  100  beds,  and  in  a few  hours,  on  July  2nd,  was 
almost  filled  with  seriously  wounded  cases. 

In  two  years  2,527  patients  had  passed  through  the 
hospital  and  2,859  operations  had  been  performed,  with 
a mortality  of  48  (1.9  per  cent.).  Cases  of  almost  every 
type  of  severity  were  admitted,  but  when  an  attack  was 
proceeding  they  generally  included  a percentage  of  cases 
of  gas  gangrene.  The  operations  performed  included  1,057 
for  shell  and  grenade  wounds,  264  for  bullet  wounds,  68 
amputations  and  59  reamputations,  78  joint  operations, 
176  for  radical  cure  of  hernia,  41  for  appendicectomy,  and 
60  nerve  and  tendon  operations.  In  addition,  200  civilians 
from  the  district  were  admitted  for  operative  treatment. 
Miss  Ivens,  M.S.,  Medecin  Chef  of  the  hospital,  has  made 
a report  on  464  cases  of  gas  infection,  of  which  107  were 


Pig.  3.— X-ray  car  with  tent. 

"When  the  weather  allowed,  the  sun  was  found  to  bo 
a valuable  aid  in  the  treatment  of  wounds,  which  wore 
exposed,  with  a thin  layer  of  gauze  to  keep  away  Hies. 

Work  in  Serbia. 

The  Scottish  Women’s  Hospitals  sent  out  their  first  unit 
to  Serbia  in  January,  1915,  just  after  the  Austrians  had 
been  driven  over  the  Serbian  frontier,  leaving  thousands 
of  sick  and  wounded.  Typhus  of  a virulent  type  was  raging 
and  the  mortality  was  very  high. 

The  unit  went  to  Kragujevatz,  the  arsenal  of  Serbia, 
where  it  took  charge  of  570  beds.  The  first  hospital  was 
prepared  in  about  forty-eight  hours.  The  patients  were  in 
a miserable  condition,  many  suffering  from  septic  wounds 
and  bedsores.  They  were  found  in  all  available  buildings 


the  first  floor.  This  space  was  promptly  fitted  up  as  a 
developing  room,  but  experience  of  the  first  months  proved 
that  it  was  possible  to  turn  out  good  work  without  all 
the  luxuries  and  conveniences  to  which  students  trained  in 
a medical  school  are  accustomed. 

In  a short  time  a bacteriological  laboratory  was  added, 
a theatre,  and  an  elaborate  x-ray  installation  were  equipped, 
and  the  number  of  beds  was  increased  to  400.  The  cloisters 
lent  themselves  very  well  for  the  open-air  treatment  of 
wounds,  \ and  the. 
large  halls  on  the 
ground  floor  made  it 
possible  to  wheel  the 
beds  out  so  that  a 
large  proportion  of 
the  cases  could  spend 
part  of  the  day  out 
of  doors. 

The  medical  staff 
included  a surgeon- 
in-charge,  five  assis- 
tant surgeons,  an 
anaesthetist,  and  a 
bacteriologist ; there 
were  thirty  trained 
nurses,  and  about 
forty  women  order- 
lies, usually  un- 
trained volunteers 
who  worked  in  the 
wards  as  proba- 
tioners, helped  in 
the  kitchen,  looked 
after  stores,  carried 
stretchers,  and 
assisted  in  all  the  departments  under  trained  heads. 

The  wounded  are  brought  in  from  the  military  evacuating 
station  by  motor  ambulances  under  the  charge  of  ■women 
drivers.  This  is  responsible  work,  for  trains  frequently 
arrive  at  night,  the  roads  are  by  no  means  ideal,  and 
during  a rush  the  chauffeuses  must  work  many  hours 
without  a break. 

An  r-ray  car  enables  the  radiologist  to  do  radiographic 
work  for  those  neighbouring  hospitals  which  have  no 
installation. 

From  the  start  the  work  of  the  Royaumont  Hospital  has 
been  continuous,  though  in  the  early  summer  of  1916  the 
hospital  was  almost  cleared  in  preparation  for  the  attack 
on  the  Somme.  The  refectory  was  then  arranged  as  a 


clinically  gas  gangrene.  Attention  was  drawn  to  the 
importance  of  complete  bacteriological  study  and  the 
careful  examination  of  the  x-ray  plates,  which,  in  the 
majority  of  cases,  showed  the  presence  of  gas  bubbles  or 
streaks  according  to  the  species  of  microbe  present,  thus- 
affording  extremely  valuable  aid  in  a decision  as  to  the 
form  of  treatment  required. 

It  was  found  that  the  flora  of  gas  gangrene  was  usually 
multiple  : B.  perfringens  was  present  in  nearly  every  case, 

B.  sporogenes  in  41 
cases.  1 ’ibrion  sc/i- 
tique  in  6 cases- 
(several  fatal);  B. 
it  is  t ol ;/  ficus,  B. 
Hibler  IX.  and  li. 
oedetnafiens  were  all 
reported,  but  less 
frequently.  Strepto- 
cocci of  a virulent 
type  were  present  in 
59  cases,  and  added 
to  the  gravity  of  the 
infection.  Tetanus 
occurred  in  15  cases,, 
and  was  demon- 
strated bactcrio- 
logically  in  7.  Of 
464  cases  of  gas  in- 
fection 42  were  fatal, 
25  dying  from  gas- 
gangrene,  4 with 
tetanus,  and  the  re- 
mainder with  severe 
fractures,  brain  or 
abdominal  injuries. 

Amputation  was  considered  necessary  in  advanced  cases 
of  gangrene;  it  was  performed  65  times,  with  48  recoveries, 
by  the  open  method  with  lateral  incisions.  When  gangrene 
was  limited  to  groups  of  muscles  or  joints,  excision  was- 
performed — 41  times,  with  33  recoveries.  Hypertonic  salt 
treatment  aloue  was  found  to  be  unsuccessful,  but  com- 
bined with  2.1-  per  cent,  carbolic  acid  had  given  good 
results.  Other  methods  used,  such  as  continuous  irriga- 
tion with  eusol,  Dakin’s  solution,  or  normal  saline, 
apparently  gave  the  same  results.  Ten  cases  of  very 
severe  gas  gangrene  were  treated  by  antiserums  for 
B.  perfringens,  B.  oedema  finis  and  Vibrion  septiqne.  In 
five  cases  (one  being  an  instance  of  septicaemia  with  triple 
anaerobic  infection)  the  results  w’ere  successful.  The  fatal 
cases  were  already  septicaemic  before  serum  was  given. 
There  was  distinct  evidence  that  its  curative  use  might 
be  advantageous  and  probably  its  prophylactic  us  • even 
more  valuable. 


Fig.  1 -The  Cloisters,  Abbave  <le  ltoyanmont-.  Photograph  reproduced  in  Proc. 
Jtou.  Soc.  Med.,  February,  1917. 
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in  the  town  shivering  and  verminous.  To  deal  with  the 
large  numbers  Dr.  Eleanor  Soltau  in  a short  time  opened 
other  buildings  with  fresh  equipment  sent  from  Scotland. 
At  Yaljevo  70,000  typhus  cases  were  lying  unattended ; 
some  were  sent  at  once  to  Kragujevatz,  and  Dr.  Alice 
Hutchinson  was  sent  with  another  unit  to  open  a camp 
hospital  at  Valjevo.  On  its  way  out  the  unit  stopped  for  a 
short  time  at  Malta  to  nurse  British  wounded  from  the 
Dardanelles.  Next  Dr.  Elsie  Inglis  arrived  in  Serbia  and 
opened  two  additional 
hospitals,  one  at  Mlada- 
novatz  and  the  other  at 
Lazarovatz.  The  former 
hospital  was  named  the 
Neil  Fraser  Memorial, 
after  a member  of  the 
first  unit  who  had  died  of 
typhus.  This  hospital  was 
under  the  charge  of  Dr. 

Beatrice  Macgregor,  and 
was  continuously  full. 

The  hospital  at  Lazaro- 
vatz, housed  in  inns  and 
dwelling-houses  of  the 
village,  was  able  to  accom- 
modate 400  patients. 

In  an  account  of  some 
of  the  medical  work  done 
during  her  ten  months  in 
Serbia,  Dr.  Chesney  has 
reported  that  100  out  of 
the  300  officers  of  the 
Serbian  army  medical 
service  died  from  the 
fever,  and  that  the  Scottish  Women’s  Hospital  unit, 
to  which  she  was  attached  at  Kragujevatz,  also 
suffered  severely.  Two  buildings  were  taken  over  at 
Kragujevatz,  so  that  cases  of  recurrent  fever  could  be 
separated  from  typhus,  but  in  a short  time  the  wards  con- 
tained nothing  but  typhus.  The  windows  were  kept  open, 
and  only  one  patient  was  allowed  in  each  bed.  The 
patients  were  washed,  and  lice  hunted  out  of  every  hiding 
place;  but  fleas  were  ineradicable.  The  bathing  arrange- 
ments and  water  heating  apparatus  were  rough  but 
efficient,  though  fuel  was  difficult  to  obtain.  The  sanitary 
arran  gements 
were  primitive ; 
they  consisted 
of  a room  with 
a small  hole  in 
a wooden  box 
over  a cesspool, 
and  when  this 
was  filled  up 
another  small 
room  was  taken 
and  another 
cesspool  con- 
structed. The 
cssspools  w'ere 
emptied  by  suc- 
tion pumps  and 
carts  at  inter- 
vals. Kraguje- 
vatz has  norm- 
ally a population 
of  10,000,  but 
during  the  war 
there  were  about 
20,000,  and  only 
five  sanitary  carts  could  be  allow'ed  for  the  town.  With 
all  its  disadvantages  the  results  in  the  hospital  compared 
favourably  with  most  of  those  in  Skopliji  and  Banja,  where 
buildings  and  sanitation  were  good.  Each  ward  had  two 
English  sisters,  and  a Serbian  and  two  Austrian  orderlies. 
The  Austrians  made  good  nurses,  and  the  Serbians  pre- 
ferred their  ministrations.  They  were  decent,  friendly, 
and  hard  working.  The  sisters  maintained  discipline  with 
ease  by  means  of  a sign  language. 

Typhus  was  at  its  height  in  February.  It  was  of  a very 
severe  type  and  the  death-rate  extremely  high.  Nearly  all 
cases  were  in  the  sixth  or  seventh  day  of  illness  when 
admitted,  with  the  rash  well  out.  Strong  patients  seemed 
to  suffer  most  severely  ; the  delirium  was  more  severe, 
and  when  this  persisted  the  case  was  nearly  always  fatal. 


The  Austrian  prisoners  often  died  from  heart  failure  just 
before  the  crisis;  the  majority  of  deaths  were  just  at  the 
crisis.  In  the  Serbian  hospitals  the  most  common  com- 
plication was  gangrene  of  a moist  type,  but  Dr.  Chesney 
had  no  such  cases,  although  numb  and  painful  feet  occurred 
not  uncommonly.  Eleven  bullock  wagons  were  sent  to  the 
surgical  hospital  laden  with  patients  suffering  from  post- 
typhus  gangrene,  in  an  appalling  condition  from  want  of 
nursing.  Post-typhus  pneumonia  was  fairly  common.  The 

patients  responded  to  good 
nursing,  and  the  death- 
rate  at  this  6th  Reserve 
Hospital  was  about  16  per 
cent.,  which  was  very  low 
considering  the  violence 
of  the  epidemic. 

The  precautions  against 
lice  taken  by  the  staff 
were  to  wear  high  boots, 
and  to  protect  the  wrist 
and  neck  with  bandages 
rubbed  with  naphthalene. 
With  the  advent  of  sum- 
mer typhus  rapidly  died 
down,  the  cases  became 
milder,  and  finally  ceased. 
Recurrent  fever  followed 
the  same  course,  and  dur- 
ing the  summer,  except 
for  diphtheria,  Serbia  was 
quite  healthy. 

The  Scottish  Women’s 
Hospital  units  worked  in 
Serbia  through  the 
summer  of  1915  until  the  advance  of  the  Austro-German 
army  swept  them  back.  First,  the  Mladanovatz  unit, 
which  had  treated  more  than  1,400  cases,  had  to  fall 
back  on  Kragujevatz.  Next,  the  Valjevo  hospital  had  to 
retreat  west  to  Vrnyatochka — Banja,  where  the  members 
were  made  prisoners  of  war  and  taken  to  Hungary.  The 
Lazarovatz  unit  retired  to  Kurfevatz. 

Sir  Ralph  Paget,  British  Commissioner,  arranged  for 
those  who  wished  to  retreat  into  Montenegro.  They 
endured  terrible  hardships  travelling  over  snow-capped 
mountains  7,000  feet  high,  with  food  at  famine  prices, 

and  shelter 
often  not  pro- 
curable, but 
with  one  excep- 
tion all  reached 
the  coast  in 
safety.  In 
Kragujevatz 
during  the  first 
three  months  of 
the  enemy  oc- 
cupation the 
care  of  a large 
number  of  Ser- 
bian w7ounded 
was  given  over 
to  the  Scottish 
Women’s  Hos- 
pital, and  as 
there  was  great 
overcr owd i ng 
an  outbreak  of 
typhus  was 
feared,  and  an 
infectious  hos- 
pital was  organized  with  difficulty,  as  the  Germans  would 
give  no  other  building.  Bathing  arrangements  were  im- 
provised and  disinfectors  set  going.  The  sanitation  was 
deplorable,  and  it  was  necessary  to  empty  the  overflowing 
cesspools,  to  build  incinerators,  and  to  clean  incessantly. 
Thousands  of  Serbian  prisoners  taken  in  the  south  passed 
through  Kurfevatz  miserably  underfed.  Their  sufferings 
from  hunger  and  exposure  were  very  great.  Hospital  rations 
were  meagre,  and  any  extra  articles,  such  as  milk  and 
eggs,  were  liable  to  be  seized  at  the  hospital  gates  by  the 
Austrians.  On  February  9th  the  hospital  was  evacuated. 
The  greater  number  of  patients  had  been  removed  to 
Hungary,  and  the  few  remaining,  badly  wounded,  were 
taken  into  Austrian  hospitals.  On  February  11th,  1916, 
the  entire  hospital  staff  was  sent  north  under  an  Austrian  i 


Fig.  4. — Convalescent  Freneli  soldiers  on  the  terrace. 


Fig.  5. — Scottish  Women’s  Hospital  for  Serbian  refugees  in  Corsica. 
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guard.  lu  Vienna  the  Austrian  Embassy  took  charge  of 
.them,  and  they  were  finally  sent  home  through  Zurich. 

Work  in  Salonica. 

In  May,  1915,  the  second  French  hospital  under  Dr. 
Mcllroy  was  opened  at  Troyes.  It  was  established  in  tents, 
and  at  the  end  of  the  summer  was  sent  with  the  French 
Expeditionary  Force  to  the  Balkans.  For  a mouth  it  was 
stationed  at  GlicvgTi,  and  cases  were  received  from  the 
front,  which  was  about  fifteen  miles  away.  Orders  were 
then  given  to  evacuate,  and  the  hospital  retreated  to 
Salonica,  where  it  opened  as  a tent  hospital  on  January 
1st,  1916,  on  a stretch  of  flat  ground  near  the  sea,  overlook- 
ing the  bay  of  Salonica.  The  medical  staff  consisted  of 
five  women  doctors  and  a radiologist.  The  climate  of 
Salonica  was  found  very  trying,  and  there  was  a consider- 
able amount  of  sickness  among  the  staff  during  the  hot 
season,  when  the  work  was  heaviest,  1,000  patients  being 
admitted  during  July  and  August  with  dysentery,  malaria, 
colic,  diarrhoea,  and  jaundice.  In  October,  when  active 
hostilities  began  again,  the  hospital  was  used  for  wounded. 
The  x-ray  department  treated  a considerable  number  of 
cases  with  high  frequency, electrical  massage,  hot  air,  light 
and  ionization,  under  the  direction  of  Miss  Edith  Stoney; 
■cases  were  sent  also  from  other  hospitals  for  treatment. 
During  the  year  3,045  patients  were  admitted. 

Work  in  Corsica. 

Some  of  the  Scottish  women  who  had  been  in  the 
Serbian  retreat  in  December.  1915,  appalled  by  the 
sufferings  of  the  Serbians,  undertook,  with  the  approval 
of  the  French  Government,  the  provision  of  medical  care 
for  the  Serbian  refugees  in  Corsica,  and  looked  after  them 
during  their  transport  from  Salonica  to  Corsica. 

Dr.  Blair  landed  in  Ajaccio  with  the  first  transport  full 
of  Serbian  refugees  on  Christmas  eve,  1915,  and  took 
medical  charge  of  the  Serbian  colony  there.  The  refugees 
on  the  island  at  one  time  numbered  6,000.  The  first  Serbs 
to  arrive  were  from  Southern  Serbia,  some  civil  officers 
and  their  wives  and  families,  some  peasants,  but  all  at 
that  time  equally  destitute,  as  they  had  fled  before  the 
Bulgarians,  leaving  everything  behind  them,  and  had 
suffered  great  privations.  The  maternity  work  started 
before  the  refugees  reached  Ajaccio,  for  a child  was  born 
on  the  first  transport.  There  was  a considerable  amount 
of  illness  among  the  refugees,  the  result  of  exposure, 
privation,  and  exhaustion,  and  there  was  ever  present  the 
possibility  of  infectious  disease.  A suitable  building  was 
turned  into  a hospital,  which  was  soon  filled  with  patients, 
as,  ill  addition  to  all  the  serious  cases  from  the  refugee 
colony,  numbers  of  young  recruits  arrived  from  Corfu. 
They  had  been  in  the  retreat  through  Montenegro  and 
Albania.  The  condition  of  these  starving  boys  was  most 
pitiable,  and  the  most  devoted  nursing  was  not  always 
■successful  in  restoring  them  to  health  after  the  privations 
they  had  endured.  Tuberculosis  was  extremely  common. 
The  most  pathetic  group  of  all  to  arrive  were  the  school 
boys  and  students,  who  from  11  years  upwards  were 
marched  to  the  Adriatic  lest  they  should  fall  into  the 
hands  of  the  enemy;  several  thousands  died  by  the  way, 
thousands  more  after  reaching  the  base,  so  many  that  the 
isle  where  they  were  quartered  came  to  be  known  as 
LTle  des  Morts.  The  boys  who  recovered  in  the  hospital 
were  sent  first  to  Great  Britain  and  later  to  France. 

The  medical  service  for  the  Serbs  consists  of  the  main 
Scottish  Women’s  Hospital  at  Ajaccio,  the  branch  hospital 


for  isolation  (the  Lazaret),  and  out-patient  dispensaries  at 
the  refugee  houses.  * 

During  the  autumn  of  1916  the  hospital  began  to  receive 
discharged  incapacitated  soldiers.  It  has  over  eighty  beds 
occupied  and  is  equipped  with  a theatre,  pathological 
laboratory,  and  an  x-ray  installation.  There  is  an  open- 
air  department  for  phthisis,  and  sun  baths  are  an  impor- 
tant part  of  the  treatment.  More  than  2,000  patients  were 
treated  at  Ajaccio  alone.  The  Serbs  were  found  to  be 
extraordinarily  interesting  and  grateful  patients,  and  very 
much  endeared  themselves  to  their  British  nurses. 

In  the  autumn  of  1916  the  second  Serbian  army  was 
mobilized  and  re-equipped  at  Corfu.  The  Scottish 
Women's  Hospital  received  an  invitation  to  send  out  a 
unit  with  it,  and  Dr.  Agnes  Bennett  went  to  Salonica  in 
charge  of  a well  equipped  hospital  of  200  beds.  The  move- 
ments of  the  unit,  which  was  attached  to  the  Serbian 
army,  were  facilitated  by  the  possession  of  motor  transport 
sufficient  not  only  for  the  wounded  but  for  the  staff.  The 
hospital  was  first  located  near  Salonica.  Later  on  it  was 
moved  to  Ostrovo.  The  bad  roads  and  heavy  hill  climbing 
made  the  transport  difficult  and  dangerous.  This  hospital 
received  many  wounded  from  the  Serbian  army  during  its 
advance  and  proved  of  the  greatest  value  to  it.  When  the 
army  moved  forward  a small  outpost  station  was  sent 
ahead  to  enable  the  most  serious  cases  to  be  looked  after 
for  a few  days  before  being  transported  over  the  bad  roads. 
Mrs.  Harley,  sister  of  Lord  French,  who  was  killed  recently 
in  Monastir,  was  in  charge  of  the  transport  column. 

Work  in  Russia. 

Another  unit  was  sent  out  through  Russia  for  the  1st 
Serbian  Division  of  the  Russian  army  in  the  Dobrudja. 
It  was  in  charge  of  Dr.  Elsie  Inglis  and  Dr.  Lilian 
Chesney,  and  started  work  in  October,  1916,  at  Mejidia, 
where  the  barracks  were  converted  into  a hospital.  About 
300  patients  were  received  during  the  eighteen  days  of  its 
existence.  Owing  to  the  rapid  advance  of  the  Bulgars,  it 
had  then  to  be  evacuated. 

Meanwhile  a second  hospital  had  been  established  at 
Boulboulmick,  consisting  of  three  hospital  tents  and  a 
dressing  tent ; after  being  occupied  for  a fortnight,  it,  too, 
had  to  retreat  to  a village  near  Mejidia.  The  final  retreat 
was  slow  and  arduous,  and  great  hardships  were  suffered. 
The  hospital  equipment  was  transported  through  Cerna- 
vode  by  stages  to  Ismail  and  Galatz,  and  ultimately  into 
Russia,  only  a motor  kitchen  and  amhulance  being  lost. 
Dr.  Inglis  established  dressing  stations  at  Harsova  and 
Braila  and  found  many  wounded  at  the  latter  place.  The 
unit,  when  last  heard  of,  was  at  Bessarabia,  across  the 
Russian  frontier. 

Work  under  the  British  War  Office. 

On  leaving  Paris  Dr.  Garrett  Anderson  and  part  of  her 
staff  did  good  work  for  some  mouths  at  Wimereux  in 
association  with  the  lt.A.M.C.  It  was  thou  arranged  by 
the  Director-General,  Sir  Alfred  Keogh,  that  they  should 
organize  a military  hospital  at  Endell  Street  Workhouse 
Infirmary,  London,  which  they  have  since  conducted  with 
great  efficiency. 

| Other  medical  women,  among  whom  Miss  F.  Barrie 
Lambert,  M.B.,  may  specially  be  mentioned,  have  taken 
their  share  in  the  treatment  of  wounded  men  in  the  con- 
valescent and  command  depots  mentioned  by  Dr.  Colin 
Mackenzie  in  Chapter  VIII.  J 


CHAPTER  XIV. 


THE  ROYAL  ARMY  MEDICAL  CORPS  AND  ITS  WORK. 


The  general  work  of  the  medical  service  of  the  British 
army  may  be  regarded  as  falling  into  three  main  sections : 

1.  The  physical  and  environmental  hygiene  of  the 
soldier’s  life. 

2.  The  evacuation  of  sick  and  wounded  from  places  at  which 
their  presence  is  an  obstacle  to  the  success  of  military 
operations,  and  detrimental  to  the  men  themselves ; and 

3.  The  provision  and  maintenance  of  institutions  at  which 
sick  or  wounded  soldiers  can  remain  during  treatment. 

In  theory,  and  to  some  extent  in  practice,  the  area  in 
which  the  work  has  to  be  done  is  divided  into  three  zones. 
The  first  or  forward  area  is  known  as  the  “collecting  zone  ” 
(Fig.  1).  In  it  the  wounded  are  collected  from  the  battle- 
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Fig.  1. — Collecting  Zone.  Diagram  representing  the  distribu- 
tion of  the  medical  units.  The  plain  circles  are  regimental  aid 
posts.  The  circles  with  a dot  in  the  centre  are  advanced  dressing 
stations,  and  those  with  a cross  are  main  dressing  stations  of  field 
ambulances  The  circles  with  a vertical  line  through  them  are  rest 
camps  and  other  annexes  to  main  dressing  stations.  The  upper 
oblongs  are  a couple  of  casualty  clearing  stations  connected  by 
road  with  the  field  ambulances  and  with  the  base  by  a railway  line 
and  canal  traversing  the  evacuating  zone.  The  oblong  below  < s.h.) 
is  a stationary  hospital  in  the  evacuating  zone.  Opposite  it  is 
an  advanced  depot  of  medical  stores  (a.d.). 


field,  and  the  sick  from  the  places  at  which  they  fall  ill. 
Theoretically  it  is  an  area  of  the  shape  of  a triangle,  con- 
nected by  its  apex  with  the  lines  of  communication,  and 
having  at  its  base  the  regiments  in  action  ; and  nominally 
it  contains  only  the  regimental  aid-posts,  the  field  ambu- 
lances, and  a “ casualty  clearing  station,”  or  railhead 
hospital,  which  stands  at  the  apex,  and  serves  to  house 
the  sick  and  wounded  sent  on  from  the  field  ambulances 
until  they  can  be  passed  down  through  the  evacuating 
zone  to  the  distributing  zone.  In  practice,  however,  it 
contains  certain  other  units  of  a medical  character. 

The  next  or  middle  area  is  known  as  the  “ evacuating 
zone,”  because  it  is  traversed  by  the  roads,  railway  lines, 
or  canals  along  which  the  sick  and  wounded  are  carried 
on  their  way  to  the  distributing  zone.  It  corresponds 
with  the  military  area  known  as  the  lines  of  communica- 
tion, and,  theoretically,  is  long  and  narrow,  containing, 
from  a medical  point  of  view,  nothing  but  the  various 
means  of  transport,  and  perhaps  a medical  store  or  two 
and  a few  “stationary”  hospitals  for  the  reception  of 
patients  who  should  not  be  taken  any  further  towards  the 
distributing  zone. 

The  third  or  lowest  area  is  called  the  “ distributing 
zone,”  because  in  it  are  placed  the  various  institutions 
among  which  the  sick  and  wounded  are  to  be  distributed 
to  receive  their  final  treatment.  It  is  an  area  of  indefinite 
size,  corresponding  roughly  to  that  in  which  munitions  of 
war  are  gathered  and  reinforcements  collected,  and  which, 
from  a purely  military  point  of  view,  is  known  as  the 
base.  In  this  war  it  lies  partly  in  Great  Britain,  partly 
overseas,  and  consequently  it  is  common  to  speak  of  it  as 
if  it  contained  institutions  of  two  different  orders — “ home 
hospitals”  and  “overseas  or  base  hospitals.” 

The  collecting  zones  in  France  may  be  regarded  as 
divided  into  sections,  each  with  its  own  line  of  com- 
munications and  a railhead,  for  the  front  is  actually  held 
by  different  armies  each  of  which  has  its  own  area  of 


operations.  Each  such  area  is  in  medical  charge  of  a 
senior  medical  officer  known  as  Director  of  Medical  Ser- 
vices (D.M.S.),  who  is  responsible  for  the  arrangements  he 
makes  only  to  the  general  of  the  army  to  which  he 
belongs,  and  to  the  principal  medical  officer  of  the  British 
forces — that  is  to  say,  the  Director-General  of  Medical 
Services  on  the  staff  of  the  Commander-in-Chief. 

In  the  collecting  zone,  even  in  parts  of  the  area  full  of 
suggestions  of  the  industries  of  peace,  the  dull  booming 
of  the  guns  is  rarely  inaudible,  while  a few  miles  further 
afield  the  road  is  encumbered  from  time  to  time  by 
ammunition  wagons,  by  ambulances,  by  fresh  battalions 
going  up  to  take  their  place  in  the  line,  or  by  battalions 
returning  to  their  billets  mudstained  and  worn.  The  hill- 
tops, too,  disclose  a view  perhaps  of  swiftly  moving  aero- 
planes, a line  of  observation  balloons,  and  the  rising  smoke 
clouds  formed  by  bursting  shells. 

This  area  has  an  atmosphere  all  its  own — bracing,  sug- 
gestive, thrilling,  yet  curiously  solvent  of  illusions  and  of 
personal  petty  ambitions.  That  is  its  effect,  at  any  rate, 
on  many  a newcomer.  He  sees  himself  suddenly  from  a 
new  angle ; he  recognizes  that  he  has  arrived  at  a place 
where  there  is  no  room  for  the  looker-on  at  life,  at  a place 
where  men  justify  their  existences  by  work  and  their 
deaths  by  altruistic  aims,  and  where  nothing  counts  but 
the  war. 

The  various  sections  of  this  zone  are  each,  as  has  been 
said,  in  charge  of  a director  of  medical  services,  who  works 
through  the  deputy  directors  (D.D.M.S.)  in  charge  of  the 
corps  into  which  every  army  is  divided,  and  these  again 
through  the  assistant  directors  (A.D.M.S.),  who  are  respon- 
sible for  the  medical  work  of  the  divisions  out  of  which 
army  corps  are  constituted. 

The  number  of  men  in  a division  is  roughly  20,000,  and 
to  meet  their  needs  each  A.D.M.S.  has  at  his  disposition 
the  personnel  of  three  field  ambulances,  and  twelve  or 
more  medical  officers  attached  to  single  battalions  or  like 
divisional  units. 

BATTALION  MEDICAL  OFFICERS. 

The  battalion  or  regimental  medical  officers  do  their 
work  in  a more  advanced  position  than  any  others,  and  in 
some  respects  are  the  most  important  components  of  the 
wdiole  medical  service. 

Each  is  as  it  were  the  family  medical  attendant  of  the 
men  of  the  unit,  the  medical  officer  of  health  of  the 
locality  in  which  it  may  for  the  moment  find  itself,  and 
the  private  medical  adviser  of  the  commanding  officer  in 
respect  of  all  questions  in  which  medical  considerations 
arise.  He  gets,  or  should  get,  to  know  the  mental  and 
physical  peculiarities  of  every  officer  and  man  in  his 
battalion — knowing,  for  instance,  such  things  as  who  have 
dubious  feet , who  a nervous  constitution,  who  are  excep- 
tionally hardy,  who  are  careless  in  their  living,  who 
careful,  who  are  disposed  to  go  sick  on  the  least  excuse, 
who  will  never  report  themselves  until  positively  obliged. 
He  acquires  this  knowledge  by  going  about  among  the 
men,  by  his  formal  medical  inspections,  and  by  noting 
who  are  the  frequent  attendants  at  his  morning  sick 
parades,  and  why  they  come.  Bearing  in  mind  that  the 
sole  reason  why  the  men  are  in  his  charge  at  all  is  in 
order  that  they  may  fight,  and  fight  effectively,  he  treats 
them  much  in  the  spirit  of  the  medical  attendant  of  a 
racing  crew.  Hence  he  is  always  endeavouring  to  tackle 
small  evils  early,  and  to  winnow  out  the  sick  to  whom  he 
can  afford  all  necessary  treatment  himself  from  those  who 
must  be  sent  elsewhere. 

Everything  that  can  in  anj  way  affect  the  health  of  his 
unit  comes  within  his  purview  : food  and  its  preparation, 
the  sterilization  of  the  water  supplies,  the  provision  of 
latrines  and  their  proper  maintenance,  the  destruction  of 
rubbish,  and  the  cleanliness  of  billets  and  dug-outs.  He 
is  always,  too,  on  the  alert  for  the  first  signs  of  an  out- 
break of  any  epidemic  malady,  wages  war  on  parasites 
and  flies,  and  endeavours  to  ensure  that  the  men  appre- 
ciate the  importance  of  the  various  precautions  they  are 
told  to  observe,  including  those  against  trench  feet.  His 
authority  he  derives  partly  from  his  personal  position, 
partly  from  his  influence  with  the  commanding  officer  of 
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his  battalion.  If  he  secures  the  confidence  of  the  latter, 
and  the  real  respect  of  the  adjutant  and  the  sergeant- 
major,  his  work  is,  from  one  point  of  view,  easy. 

liis  duties  are  coutiuuous,  whether  his  unit  be  resting  in 
billets  or  be  taking  its  turn  in  the  fighting  line. 

Trench  Work. 

If  it  be  taking  its  turn  in  the  fighting  line  he  has  also  to 
attend  to  battle  casualties  and  their  evacuation,  his  precise 
duties  in  this  connexion  differing  according  as  trench 

fighting  is  in  progress 
or  an  “ over-the-top  ” 
advance. 

In  the  former  case 
he  does  his  work  from 
a predetermined  point 
chosen  according  to  the 
lie  of  the  ground  and 
other  circumstances,  at 
or  close  sometimes  to 
the  head  quarters  of 
one  of  the  companies 
of  the  battalion  or 
sometimes  to  those  of 
the  battalion  itself. 
The  former  are  likely 
to  be  in  a dug-out  or 
trench  some  two  or 
three  hundred  yards 
behind  the  fire  trench, 
and  the  latter  perhaps 
twice  or  three  times 
that  distance  (Fig.  2). 
Here  he  establishes 
a first  or  regimental 
aid  post,  equipping  it 
with  the  ordinary  pro- 
visions of  a surgery, 
coupled  with  bunks  or 
other  lying-down  ac- 
commodation for,  say, 
half  a dozen  seriously  wounded  men  (Figs.  3 and  4). 

The  aid  post  itself  may  be  the  cellar  of  a ruined  cottage 
or  house,  a deserted  German  dug-out,  or  an  ostensibly 
shell-proof  annexe  to  a communication  trench,  but  what- 
ever its  nature  he  endeavours  to  guard  his  patients  against 


Fig.  3.— Ground  plan  of  a regimental  aid  post  shown  in  elevation 
in  Fig.  4.  On  the  left  (o)  is  a bunk  for  two  orderlies,  each  having 
his  stretcher  bed ; next  1 - the  M.O.'e  bunk,  with  a stretcher  bed 
and  table.  In  the  centre  compartment  running  from  entrance  to 
exit  are  trestles  to  support  a stretcher  while  a case  is  being 
dresse  1.  some  tables  and  shelves  for  bottles  and  instruments,  and 
two  sitting  benches  On  the  right  is  an  empty  space  for  storing 
the  kits  of  patients,  and  beyond  are  slides,  each  to  hold  three 
stretcher  patients,  in  tiers  (s.p.1.  A curtain  separates  them  from 
the  centre  compartment.  Gas-proof  curtains  are  rolled  up  above 
the  doors  ready  to  let  down  on  a gas  alarm,  and  on  the  floor 
near  the  exit  is  a cylinder  of  oxygen  and  a spraying  machine  and 
some  bottles  of  anti-gas  solution. 

a gas  attack,  providing  for  all  openings  a blanket  screen 
soaked  in  an  anti-gas  solution  which  can  be  lowered  into 


place  at  a moment’s  notice.  Also,  if  the  accommodation 
of  the  post  be  at  all  considerable,  he  takes  what  steps  he 
can  to  divide  it  up  in  such  fashion  that  no  single  shell  is 
likely  to  allect  all  parts  of  it. 

To  assist  him  he  has  a corporal  and  four  men  of 
his  own  corps,  their  specific  duty  being  to  look  after 
the  water  supplies ; he  draws  from  the  battalion  a lance- 
corporal,  a driver  for  the  small  cart  in  which  he  carries 
about  his  aid-post  outfit,  and  from  each  half-company 
one  man  whose  specific  duty  is  sanitation.  The  unit 
also  supplies  him  with  men  to  act  as  stretcher-bearers  in 


Fig.  4.— Elevation  of  the  regimental  aid  post  shown  in  Fig.  3. 
Tiers  (s.p.)  for  stretchers  for  patients  are  seen  on  the  left  (one  in 
position),  and  the  M.O.'s  bunk  and  stretcher  bed  on  the  right. 

In  the  middle  is  a trestle  to  support  a stretcher  while  the  case  is 
being  dressed,  and  near  it  a bench  for  bottles  and  dressings. 
Sufficient  height  for  work  (about  6 ft.  6 in.)  is  secured  by  slightly 
deepening  the  trench,  inflow  of  water  being  prevented  by  a dam 
and  sump  pit.  The  floor  is  concrete;  the  roof,  concrete,  sand- 
bags and  earth.  Light  is  supplied  by  acetylene  lamps. 

the  proportion  of  two  to  each  half-company,  or  sixteen  in 
all.  His  total  command  therefore  consists  of  twenty-nine 
men,  all  of  whom  he  trains  in  stretcher-bearer  and  first- 
aid  work,  but  otherwise  employs  as  he  fiuds  advisable. 
Subject  to  the  specific  duties  mentioned  he  usually  posts 
most  of  his  men  along  the  trenches  held  by  his  unit  in 
order  that  they  may  be  ready  to  attend  the  casualties 
when  the  cry  “ stretcher-bearers  at  the  double  ” is  passed 
from  sentry  to  sentry. 

The  medical  officer  visits  the  fire  trenches  whenever 
occasion  occurs,  and  often  merely  to  encourage  the  men 
by  the  knowledge  that  should  they  be  wounded  skilled 
attention  is  at  hand ; his  assistants  are,  however,  com- 
petent in  ordinary  cases  to  apply  the  first-aid  dressing 
which  every  soldier  carries  inside  his  tunic;  if  feasible,  the 
wounded  mau  is  then  removed  to  the  regimental  aid  post. 
Consequently,  it  is  here  that  the  medical  officer  habitually 
remains. 


Fig.  5. — Diagram  representing  a section  through  a fire  trench, 
measuring  about  2 ft.  at  the  bottom,  about  4 ft.  at  the  upper  ground 
level,  and  about  6 ft.  6 in.  from  top  to  bottom.  The  shelf  at  the 
side,  or  fire-step,  can  he  used  as  the  foundation  for  a stretcher  bed 
when  the  bottom  of  the  trench  is  full  of  water. 

If,  however,  the  injury  be  a fracture  of  the  lower 
limb  or  other  serious  condition,  or  the  man  cannot  be 
brought  back  to  the  aid  post  forthwith,  the  medical  officer 
goes  up  to  see  that  the  necessary  steps  are  taken. 
These  will  always  include  the  placing  of  the  patient  in 
some  position  in  which  he  will  be  out  of  the  way  of  the 
fighting  men,  while  if  the  trench  be  waterlogged  or  the 
weather  very  rainy,  and  the  patient  helpless,  it  may  be 
uecessary  to  build  him  up  a bed  out  of  a stretcher  on  the 
fire-step  (Fig.  5),  or  elsewhere  above  the  water  line, 
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Fig.  2 — Map,  drawn  from  memory, 
showing  the  position  of  a certain  regi- 
mental aid  post  lying  between  a main 
and  an  accessory  communication  trench. 
The  shaded  block  is  the  post  itself.  It 
stands  across  the  trench,  the  patients 
approaching  along  the  curved  trench 
and  leaving  by  the  straight  descending 
trench,  which  leads  to  the  advanced 
dressing  station.  The  ascending  arm 
leads  to  and  from  the  firing  line.  The 
projection  (k)  on  the  right  is  the  aid 
post  kitchen.  The  projection  (l)  is 
tne  latrine.  The  small  shaded  projec- 
tion (s)  is  a dug-out  for  four  R.A.M.C. 
stretcher-bearers. 
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protecting  him  from  cold  and  wet  by  blankets  and  a water- 
proof ground  sheet. 

The  difficulty  of  getting  a case  out  of  the  trenches  varies 
with  its  nature,  with  the  amount  of  the  fighting  that  is 
in  progress,  and  with  the  character  of  the  trench  leading 
from  the  place  where  the  casualty  has  occurred  to  battalion 
head  quarters.  A plan  of  a common  type  of  trench  is 
; shown  in  Fig.  6.  Should  the  communication  trench  have 


Fig.  6.— Outline  of  a common  form  of  trench  with  traverses  pro- 
jecting towards  the  rear.  The  straight  parts  are  the  fire  bays.  On 
the  left  is  the  beginning  of  a communication  trench.  On  theright 
is  a latrine  (n)  leading  out  of  a traverse.  Many  of  the  angles  of 
such  a trench  are  worn  away. 

been  knocked  about  recently  or  be  waterlogged,  it  may 
not  be  easy  even  for  an  active  and  unloaded  man  to  get 
along  it,  and  in  the  best  of  circumstances  the  transport 
of  a wounded  man  along  the  trenches  is  a problem 
presenting  much  difficulty. 

Certain  types  of  new  trench  (Fig.  7)  may  be  nowhere 
wider  than  24  in.,  while  the  average  width  of  a fully- 
developed  trench  is  not  more  than  4 ft.  at  the  level  of 
the  shoulders,  and  its  course  is  invariably  interrupted 
by  angles  round  which  an  ordinary  stretcher  cannot  be 


Fig.  7. — Diagram  of  a type  of  trench  presenting  special  difficulties 
in  moving  wounded  men  It  is  a twin  trench  of  which  the  front 
one  is  never  more  than  about  2 ft.  wide  and  4 ft.  6 in.  deep. 

'carried  except  by  tilting.  (Figs.  8 and  9.)  Numerous 
special  stretchers  have  been  devised,  and  some  of  them 
meet  their  purpose  if  the  communication  trench  is  good, 
and  especially  if  the  trench  in  which  they  are  being  used 
be  an  old  one  and  the  corners  of  the  traverses  worn 
away. 

Fig.  10  is  a diagrammatic  section  of  another  type  of 
trench  in  use  where  the  ground  water  level  is  sufficiently 
low  to  allow  a depth  to  be  given  to  the  trench  sufficient  to 
jprotect  from  rifle  fire  a man  a little  over  six  feet  high. 


, There  are,  however,  many  cases,  as  also  many  trenches, 
m which  the  special  stretchers  are  unusable,  so  it  is 
loinmon  for  the  problem  to  be  solved  by  lifting  the  patient 
on  a blanket  or  on  a stretcher  over  the  parados  or  back 
wall  of  the  trench,  and  carrying  him  to  the  regimental 
nd  post  over  the  intervening  ground.  Should  the  trenches 
happen  to  lie  at  the  top  of  an  ascent  this  is  a relatively 
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easy  process,  but  otherwise  it  can  only  be  carried  out  after 
nightfall  unless  the  need  for  removal  is  so  urgent  that  the 
risk  must  be  taken  of  the  patient  and  his  bearers  all  being 
killed. 

When  the  patient  arrives  at  the  aid  post  every  care  is 
taken  to  obviate  shock  as  far  as  possible  by  the  administra- 
tion of  morphine  and  hot  drinks,  and  by  protection  from 
cold.  A label  is  attached  to  the  wounded  man  briefly 


Fig.  9.— A difficult  turn. 


describing  the  nature  of  his  injury,  and,  if  some  time 
is  likely  to  elapse  before  he  can  be  removed  out  of  the 
firing  line  altogether,  a dose  of  tetanus  antitoxin  is  given.. 
The  medical  officer's  outfit  includes  everything  necessary 
for  such  purposes,  as  also  for  the  arrest  of  haemorrhage, 
the  splinting  of  fractures,  and  the  antiseptic  treatment  of 
wounds ; but  he  is  not  expected  or  desired  to  undertake 
formal  operations. 

Work  in  the  Open. 

If  the  unit  to  which  he  is  attached  be  taking  part  in  an 
advance,  the  duty  of  a battalion  medical  officer  usually 
requires  him  to  wait  till  the  attack  has  been  launched.  As. 


Fig.  10. — Diagrammatic  view  of  a section  of  a communication- 
trench  dug  in  a part  of  the  country  where  the  subsoil  water  lies  so 
low  that  only  three  layers  of  sandbags  are  required  to  secure 
protection  from  rifle  fire  for  a man  a little  over  six  feet  high.  It 
lias  a boarded  footway  at  the  bottom,  and  the  sides  are  lined  with 
wire  netting  supported  on  spiked  stakes.  Although  in  perfect 
repair,  its  diameter  at  the  bottom  is  only  about  two  feet,  and  at 
the  ground  level  about  four  feet. 

soon  as  he  sees  reason  to  believe  that  his  battalion  is- 
holding  its  own,  but  that  casualties  are  occurring,  lie 
advances  with  his  men  and  hunts  for  a spot  where  he  can. 
establish  a regimental  aid  post. 
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If  the  area  over  which  the  attack  is  to  be  launched  is 
well  known  because  previously  occupied  or  successfully 
reconnoitred  by  aeroplane  or  other  observation,  the  front- 
line maps  prepared  for  the  use  of  the  head  quarters  of  the 
battalion  going  into  action  or  occupying  the  front  trenches 
may  indicate  to  the  medical  officer  where  he  is  likely  to 
find  a good  place  for  his  regimental  aid  post.  Otherwise 
lie  must  trust  to  his  own  judgement  and  enterprise, 
•selecting  a dip  in  the  ground,  an  enemy  trench,  a mine 
crater,  a large  shell  bole,  anything  that  will  serve  to 
protect  his  wounded  from  direct  fire;  in  any  case  it  is,  if 
possible,  near  a road.  He  starts  as  soon  as  possible,  not 
only  because  his  services  are  needed,  but  also  because  the 
enemy,  as  soon  as  the  attack  has  been  launched,  is  likely 
to  try  and  cut  off  the  arrival  of  supporting  troops  by  a 
curtain  of  shell  fire. 

His  regimental  aid-post  having  been  established,  and 
any  patients  that  had  been  brought  to  it  having  been  duly 
treated,  the  M.O.  probably  goes  to  see  cases  which  his 
orderlies  have  found,  but  have  not  been  able  to  move,  or  to 
which  his  attention  is  otherwise  attracted.  For  these  he 
•does  what  he  can,  and  if  they  cannot  be  moved  to  the 
regimental  aid-post  on  account  of  their  condition  or  the 
heaviness  of  the  fighting,  he  tries  to  collect  them  into 
groups,  so  that  they  can  be 
found  again  easily  and  moved 
later  on.  If  the  area  over 
which  his  battalion  has  been 
fighting  is  extensive,  he 
perhaps  leaves  an  orderly  in 
charge  of  the  larger  groups. 

The  whole  of  this  work  is 
highly  dangerous,  since,  apart 
from  being  done  under  rifle 
fire,  the  artillery  fire  intended 
to  prevent  the  arrival  of  sup- 
porting troops  often  affects  the 
neighbourhood  in  which  the 
M.O.  and  his  men  are  neces- 
sarily working. 

Of  the  men  who  are  not 
so  seriously  wounded  as  to  be 
unable  to  walk,  a good  many 
probably  find  their  way 
straight  to  the  rear  after 
applying  their  own  field  dress- 
ings or  getting  them  applied 
by  a comrade.  Others  make 
their  way  to  the  regimental  aid  post,  and  there  they 
•remain  with  the  stretcher  cases  until  their  wounds 
have  been  dressed  and  the  firing  slackens  sufficiently  to 
■enable  them  to  make  their  way  to  the  rear. 

The  stretcher  cases  remain  until  ambulances  come  up 
to  fetch  them,  and  unless  the  fighting  is  very  heavy  this 
process  of  evacuation  will  begin  very  shortly  after  the 
action  itself;  otherwise  it  is  likely  to  be  deferred  until 
nightfall,  when  in  any  case  a search  will  be  made  of  the 
Area  over  which  the  battalion  has  been  fighting. 

FIELD  AMBULANCES. 

The  medical  unit  lying  next  behind  a regimental  aid 
post  is  one  of  those  whose  functions,  though  not  necessarily 
their  organization,  have  been  considerably  augmented  or 
otherwise  varied  since  the  war  began,  in  accordance  with 
local  requirements. 

Originally  its  main  duty  was  to  relieve  of  their  sick  and 
wounded  the  regimental  aid  posts,  helping  them  also  to 
clear  the  field  at  nightfall  or  whenever  there  was  a pause 
in  the  battle,  and  treating  the  cases  until  it  was  possible 
•to  send  them  to  treatment  centres  well  away  from  the 
front.  It  had  to  serve  in  this  way  simultaneously  three  or 
four  battalions,  all  presumed  to  be  in  action  on  an  ex- 
tended front,  and  the  better  to  fit  it  for  this  work  a field 
ambulance  was  made  divisible  into  three  sections,  each 
capable  of  acting  independently,  and  each  again  divisible 
into  a stretcher-bearer  subdivision  for  collecting  the 
wounded  and  a tent  subdivision  for  treatment  of  the 
patients. 

In  several  of  the  localities  in  which  the  British  army 
has  been  fighting  during  the  last  three  years  field  ambu- 
lances have,  no  doubt,  been  working  on  this  plan,  but  in 
France  the  conditions  have  necessitated  a modification  of 
their  work  and  also  to  some  extent  of  their  constitution. 


Each  remains  divisible  as  before,  and  each  still  posse  sses  ten 
vehicles  for  the  conveyance  of  wounded,  but  sefen  of  tl  cse 
are  now  motor  ambulance  cars,  replacing  seven  horse- 
drawn  ambulance  wagons,  and  of  the  nine  original  medical 
officers  oue  has  been  withdrawn.  Furthermore,  though 
every  A.D.M.S.  (senior  officer  of  a division)  still  has  three 
field  ambulances  under  his  direct  command  for  the  work 
of  his  division,  and  each  of  these  retains  its  capacity  to 
work  as  an  independent  unit,  he  sometimes  combines  forces 
with  the  A.D.M.S.  of  another  division,  or  the  field  ambu- 
lances of  all  the  divisions  of  an  army  corps  are  in  effect 
massed. 

The  duties  they  collectively  perform  are  now  practically 
as  follows : 

1.  To  collect  the  sick  and  wounded  from  battalions, 
whether  these  be  actually  fighting,  serving  as  supports,  or 
temporarily  resting  out  of  the  line. 

2.  To  decide  what  cases  must  be  evacuated,  and  what 
shall  be  treated  at  the  front. 

3.  To  provide  permanent  treatment  for  those  who  fail  to 
pass  through  the  filter  thus  established,  and  for  the  rest 
temporary  treatment  pending  evacuation. 

4.  To  pursue  a like  course  in  respect  of  local  sick,  that  is 
to  say,  cases  of  illness  or  injury  arising  amongst  the  large 

number  of  men  who  never 
take  part  in  the  actual  fight- 
ing, but  whose  presence  just 
in  the  rear  of  the  fighting  line 
is  essential  to  military  opera- 
tions. 

5.  To  provide  for  the 
cleansing  at  frequent  in- 
tervals of  the  persons  of  the 
men,  the  ridding  of  their 
clothes  from  vermin,  and  their 
disinfection  when  epidemic 
disease  is  in  question. 

6.  To  fill  any  gaps  in  the 
medical  establishments  of 
regiments,  and  to  train 
medical  officers  and  men  for 
this  work  by  sending  them 
lor  a time  to  the  battalions 
to  see  how  regimental  work 
is  doue. 

7.  To  provide  temporary 
assistance  when  needed  to 
casualty  clearing  stations 

belonging  to  the  army  of  which  the  divisional  field 
ambulances  form  part. 

8.  To  establish  advanced  operating  stations  for  imme- 
diate emergency  operations,  such  as  those  required  in 
cases  of  abdominal  wounds. 

9.  To  supplement  the  sanitary  work  of  battalion  medical 
officers  when  the  battalions  concerned  are  located  in  places 
which  are  out  of  the  fighting  line  but  not  in  direct  charge 
of  the  sanitary  staffs  of  the  army  of  which  the  battalions 
form  part. 

10.  To  do  for  divisions  and  corps  any  work  for  which 
provision  has  not  yet  been  made  by  the  army,  and  which 
requires  for  its  performance  the  kind  of  scientific  know- 
ledge medical  officers  commonly  possess. 

It  may  be  said,  in  short,  of  the  British  armies  in  France 
that  their  field  ambulances  are  the  medical  bonne  d tout 
faire  of  the  front. 

No  single  field  ambulance  ever  undertakes  simultaneously 
all  the  duties  mentioned,  and  the  way  in  which  they  are 
allocated  varies;  for  the  environment  of  the  divisions  are 
not  identical,  and  the  senior  medical  officer  of  each  of 
the  armies  and  corps  on  the  Western  front  (subject  to 
orders  from  a higher  authority)  exercises  his  discretion  as 
to  the  fashion  in  which  he  provides  for  the  aggregate 
medical  requirements  of  the  troops  in  his  charge.  The 
experiences  of  field  ambulance  medical  officers  are  there- 
fore liable  to  differ,  more  especially  if  the  period  over 
which  they  are  compared  is  relatively  short.  Commonly, 
whatever  duties  have  to  be  performed  are  taken  in  turn  by 
each  field  ambulance  available,  the  period  for  which  it 
remains  employed  thereon  varying  according  to  circum- 
stances. 

If  a division  is  engaged  in  an  active  part  of  the  fine 
its  evacuation  work  is  usually  sufficient  to  occupy  the 
attention  of  all  its  field  ambulances,  and  the  same  is 
true  of  those  of  a corps  when  this  is  taking  part  in  an 
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advance  or  definite  battle.  In  such  cases  the  other- 
duties  are  assigned  to  the  ambulances  of  reserve  or  other 
divisions. 

In  trench  warfare  each  division  engaged  generally  makes 
its  own  arrangements  for  evacuation,  the  ambulances 
belonging  to  it  sometimes  acting  as  independent  units, 
sometimes  pooling  their  resources. 

The  Advanced  Dressing  Station. 

A section  of  the  officers  and  men  available  is  pushed 
up  to  form  an  advanced  dress- 
ing station  at  some  place 
within  easy  reach  of  the 
regimental  aid  posts  of  the 
battalions  in  action.  They 
choose  a place  on  or  close 
to  a road,  so  that  the  patients 
brought  down  from  the  bat- 
talion aid  posts  can  be  sent 
back  rapidly  from  the  ad- 
vanced dressing  station  in 
wheeled  vehicles  to  the  place 
where  the  field  ambulance 
head  quarters  or  main  dress- 
ing station  has  been  estab- 
lished. 

The  advanced  dressing  sta- 
tion is  always  exposed  to 
artillery  fire,  and  though  some- 
times the  crypt  or  cellar  of 
a still  standing  but  more  or  less  wrecked  building,  such 
as  a church  or  large  school,  may  be  available  (Fig.  11)  its 
habitation  is.  as  a rule.  m?rely  an  enlarged  edition  of  a 
regimental  aid  post.  (Figs.  12  and  13.)  Its  equipment 
and  organization  likewise  resemble  that  of  a regimental 
aid  post,  but  is  larger,  because  an  advanced  dressing  station 
is  rarely  in  touch  with  less  than  four  regimental  aid  posts. 
To  these  it  sends,  as  often  as  required,  sufficient  stretcher- 
bearers  to  clear  them  of  waiting  cases,  and  if  any  consider- 
able number  of  men  have  been  left  in  the  trenches  till 
nightfall,  it  helps  to  remove  them,  and  retains  them  till 
they  are  fit  to  be  sent  further  towards  the  rear. 

The  way  in  which  it  brings  down  its  patients  varies  in 
different  parts  of  the  line  and  according  to  the  amount 
of  fighting  in  progress.  Some- 
times patients  are  hand- 
carried  all  the  way  down 
through  a winding  communi- 
cation trench  a mile  or  more 
long.  Sometimes  they  are 
carried  straight  across 
country,  though  the  latter  is 
possible  only,  at  night  or 
when  the  ground  traversed  is 
dead  ground — that  is,  an  area 
which  cannot  be  reached  bv 
rifle  fire,  and  not  too  much 
hampered  by  wire  entangle- 
ments. There  are  also  a few 
places  in  which  the  trenches 
have  an  overhead  tram-rail, 
and  the  wounded  men  can 
be  transported  on  a special 
ambulance  trolley  suspended 
from  it  (Fig.  14),  and  many 
areas  are  provided  with  tram- 
lines along  which  run  for  the 
greater  part  of  the  distance 
to  be  traversed  small  lorries 
capable  of  carrying  two  or 
four  patients.  There  are 
others  at  which  it  is  possible  for  the  advanced  dress- 
ing station  to  clear  some  at  least  of  its  battalion  aid 
posts  by  sending  up  a horse  ambulance.  The  means 
most  commonly  employed,  however,  is  a wheeled 
carrier,  of  which  several  types  are  shown  in  Figs.  15 
and  16. 

Once  arrived  at  the  advanced  dressing  station  the 
patients  are  rested,  fed  and  dressed,  if  necessary,  and 
otherwise  prepared  to  continue  their  journey,  which  in 
most  cases  will  commence  as  soon  as  ambulance  cars  or 
wagons  arrive  from  the  field  ambulance  head  quarters  or 
main  dressing  station  to  fetch  them. 


Advanced  Operating  Station. 

Commonly  it  is  only  by  night  that  an  advanced  dressing 
station  can  clear  the  regimental  aid  posts  with  which  it  is 
in  touch.  In  the  case  of  an  abdominal  wound,  however, 
considerations  of  risk  from  rifle  and  shell  fire  are  set 
aside  both  at  the  regimental  aid  post  and  the  advanced 
dressing  station,  and  the  patient  is  got  down  forthwith 
and  sent  to  the  rear  in  a special  ambulance  car,  kept,  if 
possible,  for  this  purpose  in  a dug-out  near  the  advanced 
dressing  station,  or  summoned  from  the  main  dressing 
station  or  ambulance  head  quarters  by  telephone  or 

messenger.  The  patient  goes 
not  to  the  main  dressing 
station,  but  either  straight 
to  a casualty  clearing  station 
or  to  a field  ambulance  unit 
specially  arranged  for  the  in- 
stant performance  of  laparo- 
tomies, etc.  Such  a unit  is 
called  a corps  or  advanced 
operating  station,  and  is  estab- 
lished whenever  the  placing 
of  a casualty  clearing  station 
within  suitable  distance  of 
the  part  of  the  line  concerned 
is  likely  to  be  delayed. 

Varying  Conditions. 

The  ambulance  vehicles 
serving  the  advanced  dressing 
stations  almost  always  have  to  traverse  roads  exposed  to 
shell  fire,  if  not  to  rifle  fire,  and  efforts  are  made  in  various 
ways  to  protect  their  occupants  from  further  injury. 
When  only  trench  warfare  operations  are  in  progress  most 
of  the  work  is  clone  under  cover  of  nightfall,  though  the 
depth  of  the  darkness  may  be  disclosed  h-om  time  to  time 
by  the  flashing  of  guns,  bursting  of  shells,  and  the  soaring 
of  rockets.  The  ambulance  transport  which  comes  up  to 
fetch  the  patients  approaches  and  leaves  the  advanced 
dressing  stations,  as  it  were,  stealthily ; and,  after  any- 
thing like  a quiet  day,  two  or  three  trips  at  most  may 
complete  the  whole  evacuation. 

When,  however,  the  division  or  corps  is  taking  part  in 
an  advance  or  definite  battle  the  reverse  is  the  case.  Hour 

after  hour  and  sometimes 
for  weeks  there  is  a constant 
inflow  of  stretcher-borne  men, 
and  ambulance  vehicles  con- 
tinually arrive  to  carry  away 
the  patients  who  have  re- 
ceived the  attention  they  re- 
quire ; on  these  occasions  the 
only  precautions  taken  are  to 
keep  at  a sufficient  distance 
apart  so  that  no  single  shell 
shall  have  the  chance  of  de- 
stroying two  cars,  and  to 
travel  sufficiently  slowly  to 
avoid  jolting  the  injured 
more  than  is  inevitable  on 
the  shell-pitted  roads.  It 
is  commonly  not  until  the 
battle  has  commenced  that 
an  advanced  dressing  station 
cau  take  up  its  position, 
though  the  site  may  have 
been  chosen  in  advance. 
As  it  must  always  be  on 
a road,  so  as  to  ensure  rapid 
evacuation  yet  never  run 
the  risk  of  impeding  the 
military  work  in  progress,  the  choice  is  often  very  limited. 
More  likely  than  not  it  will  be  in  a deserted  trench  or 
enemy  dug  out,  but  it  is  always  contrived  so  that  the 
incoming  and  outgoing  streams  of  wounded  shall  not  meet, 
and  that  the  more  serious  cases  can  be  dressed  separately 
from  those  that  are  slight.  Provision  is  also  made  for 
cases  which  may  have  to  be  kept  for  some  little  time  on 
account  of  their  condition,  and  for  protecting  them  from 
gas  attacks. 

Divisional  Collecting  Post. 

The  majority  of  cases  with  which  it  deals  are  “lyers” 
— that  is  to  say,  men  who  reach  it  on  stretchers.  The 


Fig.  12. — Diagram,  drawn  from  memory,  of  the  entrance 
end  of  a small  “tube”  above-ground  advanced  dressing 
station.  It  is  built  of  curved  sheets  of  corrugated  steel 
surrounded  by  sandbags  and  earth,  etc. 


Fig.  13.— Leading  down  to  a dressing  station  30  ft.  under 
the  surface. 
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Fig.  14.- 


If  the  fighting  is  at 


“walkers” — that  is  to  say,  men  who  can  find  their  own 
way  to  the  rear — are  usually  shepherded  off  by  patrols  in 
advance  of  the  dressing  station  to  another  field  ambulance 
station  known  a3  the  divisional  collecting  post,  established 
when  a big  advance  is  in  progress. 

If  the  area  over  which  the  corps  is  fighting  is  wide,  it 
usually  establishes  two  advanced 
dressing  stations  and  two 
divisional  collecting  posts  in 
different  parts  of  the  field.  The 
field  ambulance  medical  officers 
at  its  disposition  may  be  suffi- 
cient for  this  purpose,  but  in 
respect  of  stretcher-bearers  it  is 
always  short-handed  if  the  fight- 
ing he  really  heavy,  consequently 
on  these  occasions  its  own 
stretcher-bearers  are  reinforced 
from  various  sources. 

If  the  troops  in  action  are 
very  successful  and  make  a 
prolonged  advance,  an  advanced 
dressing  station  may  no  sooner 
have  established  itself  to  its  own 
satisfaction  than  it  has  to  make 
a fresh  move  to  get  into  close 
touch  with  the  regimental  aid 
posts. 

It  will  be  obvious  from  what 
has  been  said  that  work  in  and 
around  advanced  dressing  sta- 
tions, whether  in  trench  warfare 
or  in  a definite  battle,  is  attended 
by  considerable  risk.  The  fact 
that  it  is  often  exceedingly 
laborious  may  not  be  so  apparent 
all  heavy,  the  work  as  a whole  continues  without  pause 
for  many  hours ; and  while  the  carriage  of  a full-grown 
man  over  a mile  or  so  of  rough  ground  is  never  a light 
task,  it  becomes  absolutely  exhausting  when  at  each  step 
the  bearers  have  to  drag  their  feet  out  of  thick  mud,  and 
when  their  clothes,  like  those  of  the  patient,  are  soaked 
with  rain. 

The  Main  Dressing  Station. 

The  main  dressing  station  is  formed  by  the  head 
quarters  of 
the  field  am- 
bulance or 
group  of  field 
ambulan  ces 
responsible 
for  the  main- 
tenance of  the 
advanced 
dressing  sta- 
tions. As  it 
is  liable  to 
have  to  retain 
the  sick  and 
wounded  sent 
down  to  it  for 
some  little 
time,  it  is 
placed  suffi- 
ciently far 
behind  the 
advanced 
dressing  sta- 
tion to  be  out 
of  range  of 
any  but  heavy 
artillery  fire. 

The  exact 
nature  of  its 
work  depends 
a good  deal 

on  local  circumstances,  including  the  character  of  the 
fighting  in  progress.  Sometimes  it  confines  itself  mainly 
to  administrative  work — that  is  to  say,  to  classifying  the 
cases  that  arrive,  and  distributing  them  for  treatment 
according  to  their  requirements  among  subsections  formed 
by  itself  or  other  units  with  which  it  is  connected;  some- 
times it  combines  this  work  with  actual  treatment. 
However  this  may  be,  it  always  arranges  to  rest,  dry. 


The  overhead  trolley  for  bringing  the  wounded 
through  the  trenches. 


Fig.  15. — A collection  of  wheeled  stretchers  and  a motor  ambulance, 


warm,  and  feed  the  patients  that  reach  it,  aud  for  giving 
them  any  surgical  attention  they  need  before  they  can 
safely  be  sent  on  elsewhere.  It  is  here,  too,  that  all  cases 
of  wounds  are  examined  to  see  that  antitetanus  serum  has 
been  given. 

The  first  step  is  necessary  because,  despite  the  greatest 
possible  care,  the  transport  of 
a wounded  man  from  the  place 
where  he  has  fallen  to  a place 
as  far  back  as  a field  ambulance 
main  dressing  station  mustalways 
be  very  trying,  even  if  his  wound 
he  not  very  severe,  and  even  if 
his  clothes  are  not,  as  is  com- 
monly the  case,  soaked  with  rain 
and  mud.  The  second  step  is 
necessary  because  in  an  advance 
the  casualties  are  certain  to  be 
numbered  by  hundreds,  and  while 
many  may  not  need  to  be  sent 
away  from  the  real  front,  opera- 
tions and  a period  of  real  rest 
may  be  necessary  in  the  cases  of 
many  others  before  their  evacua- 
tion is  possible. 

Cases  which  require  evacua- 
tion are  sent  to  a railhead  hos- 
pital or  casualty  clearing  station, 
aud  whether  their  detention  at 
a main  dressing  station  be  momen- 
tary or  prolonged  depends— as- 
suming transport  to  be  available 
— partly  on  their  condition  and 
partly  on  the  distance  to  be  tra- 
versed to  reach  a railhead hospital. 

For  other  cases  it  provides  sometimes  by  furnishing 
treatment  itself,  sometimes  by  sending  the  cases  on  to 
field  ambulances  or  other  medical  units  set  aside  for  the 
purpose  of  special  treatment.  In  every  corps  area,  for 
instance,  if  not  in  every  divisional  area,  provision  is  made 
by  the  field  ambulances  for  the  treatment  of  cases  of 
trifling  sickness  and  injury,  or  of  men  who  are  temporarily 
exhausted  or  footsore.  Special  arrangements  are  also 
made  for  the  treatment,  without  evacuation,  of  more  or  less 
easily  cured  skin  diseases,  such  as  scabies,  as  also  for  the 

isolation  of 
cases  of 
zymotic  dis- 
order and  of 
c ontacts 
therewith. 
Every  army, 
too,  has  at 
its  service 
centres  which 
deal  with  eye 
cases,  dental 
disorders,  and 
neuroses. 

The  object 
throughout  is 
to  avoid  the 
u n necessary 
evacuation  of 
cases  that  can 
be  treated  at 
the  front,  for 
a soldier,  once 
evacuated,  is 
likely,  how- 
ever quick  his 
recovery,  to 
be  lost  to  his 
unit  for  a 
considerable 

time,  since 

any  patient  sent  further  to  the  rear  than  one  of  the 
treatment  centres  mentioned  above  ceases  for  the  time 
being  to  belong  to  the  army  in  which  he  had  previously 
been  serving,  and  cannot  be  restored  to  it  except  by 
passage  through  a x-egulated  channel.  Every  patient 
evacuated  from  a field  ambulance  has  what  is  known  as  a 
field  medical  card  substituted  for  his 
contains  particulars  as  to  his  name  and 


regimental 


label.  It 
army  status,  a 
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diagnosis  of  liis  condition,  and  details  as  to  whether  he 
has  received  the  requisite  prophylactic  doses  of  tetanus 
antitoxin,  and  any  other  information  deemed  likely  to  be 
useful  to  those  who  will  subsequently  treat  him. 

The  accommodation  provided  for  a Held  ambulance  main 
dressing  station  varies  according  to  the  amount  of  work  that 
it  has  to  undertake,  and  may  be  anything  from  a village 
school  to  a collection  of  tents.  Such  accommodation  as  it 
possesses  is  arranged  in 
much  the  same  fashion 
as  at  an  advanced  dress- 
ing station,  but  every- 
thing is  on  a larger  scale 
and  the  equipment  more 
elaborate,  it  is  thus  in 
a position  to  undertake 
formal  operations, though 
it  usually  limits  itself 
to  those  essential  to  a 
patient’s  safe  evacuation. 

The  heaviness  of  the 
work  varies  in  propor- 
tion to  that  of  the  units 
further  up  the  line.  If 
the  latter  have  been 
hard  pressed,  many  of 
the  cases  will  reach  the 
field  ambulance  un- 
touched except  for  their 
field  dressings,  and,  even 
if  nothing  else  be  re- 
quired, special  splints 
! may  have  to  be  sub- 
stituted for  improvised 
appliances.  On  such 
occasions  each  corps 
commonly  provides  itself 
with  two  main  dressing 
stations  lying  close 

together,  but  working  independently,  one  dealing  with 
stretcher  cases,  the  other  with  “ walkers.”  The  patients 
of  the  former  reach  it  in  ambulance  wagons  or  cars, 
while  those  of  the  latter  commonly  arrive  in  char-a-bancs 
which  have  been  sent  up  to  meet  them  as  far  along  the 
road  towards  the  scene  of  the  fighting  as  these  vehicles 
can  be  got.  This  varies,  for  when  a big  action  is  in 
progress  the  traffic  on  all  available  roads  is  very  heavy, 
a constant  stream  of  supplies  of  all  kinds  being  essential 
to  continued  fighting. 


Other  Front  Line  Work. 

When  the  work  of  collecting  and  evacuating  the  sick 
and  wounded  is  sufficient  to  absorb  all  the  personnel  of 
the  field  ambulances  of 
a division  or  corps,  any 
other  work  which  they 
have  previously  been 
performing  is  assigned 
to  those  of  divisions  not 
in  action,  or  it  is  pro- 
vided for  in  some  other 
way.  The  general  nature 
pf  its  work  is  indicated 
in  the  list  given  of  the 
iuties  commonly  per- 
formed by  field  am- 
bulances. When  bathing 
establishments  are  run 
is  corps  or  army  units, 
ind  sometimes  even 
when  they  are  run  by 
single  divisions,  the 
irrangements  always 
include  the  provision  of 
-resli  underclothing  for 
eath. 


Fig.  16. — A wheeled  stretcher,  pneumatic  tyres 


every  man 


Fig.  17. — Motor  ambulance  convoy  parked  in  a village, 
who  has  taken  a 


As  commonly  not  more  than  ten  days  elapse  between 
ihe  bathing  parades  of  a battalion  most  British  soldiers 
iliange  their  body  linen  with  comparative  frequency,  and 
ihis  counts  for  a good  deal,  not  only  in  securing  their 
lomfort  but  in  preserving  their  health.  The  bathing 
parades  also  afford  opportunities  for  picking  out  men 
suffering  from  any  form  of  skin  complaint. 


Sanitation. 

The  general  sanitation  of  each  army  is  under  the  super- 
vision of  an  expert  attached  to  its  Director  of  Medical 
Services,  while  in  each  division  there  is  a special  sanitary 
section,  the  officer  commanding  it  acting  as  sanitary 
expert,  and  advising  on  sanitary  matters  connected  with 
the  division  and  its  component  battalions  and  other  units. 
Each  of  these  sanitary  sections  has  a small  staff  of  non- 
commissioned officers  and 
men  and  plenty  of  equip- 
ment, such  as  disinfect- 
ing machines,  which 
accompany  the  division 
wherever  it  goes,  while 
incinerators  and  the  like 
are  rapidly  constructed 
the  moment  it  settles 
down. 

Battalion  medical 
officers  draw  their  sup- 
plies of  drugs,  dressings, 
etc.,  from  the  field  am- 
bulances connected  with 
them,  and  these  in  their 
turn  from  the  advanced 
depots  of  medical  stores, 
one  or  more  of  which  is 
to  be  found  in  every  army 
area. 


MOTOR  AMBULANCE 
CONVOYS. 

The  field  ambulances 
are  responsible  for  the 
transport  of  sick  and 
wounded  from  the  ad- 
vanced dressing  stations 
to  the  main  dressing 
stations,  and  also,  but  only  when  working  in  reserve 
or  resting  troop  areas,  for  the  conveyance  of  sick  to 
the  casualty  clearing  stations.  The  vehicles  at  their 
disposal  suffice  for  these  purposes,  though  it  may  be 
necessary  to  supplement  them.  Should  the  fighting 
be  heavy  and  the  casualties  numerous,  they  are  not 
intended  to  transport  patients  from  the  main  dress- 
ing stations  to  the  casualty  clearing  stations.  This 
is  the  work  of  the  medical  transport  units,  called  motor 
ambulance  convoys,  one  of  which  is  allotted  to  every 
army  corps  (Fig.  17).  It  also  carries  to  the  ambulance 
trains  the  evacuable  patients  of  any  advanced  hospitals 
which  do  not  lie  immediately  alongside  a railway  line. 
They  are  also  employed,  should  pressure  on  the  work  of 
the  ambulance  trains  be  severe,  in  evacuating  cases  from 

the  casualty  clearing 
stations  to  the  base  hos- 
pitals by  road,  and  some- 
times to  transport  indi- 
vidual patients  whose 
early  arrival  at  a base 
is  thought  advisable,  and 
who  can  be  got  there 
more  promptly  by  road 
than  if  detained  for  the 
arrival  of  a hospital  train. 

Each  convoy  consists 
of  fifty  vehicles,  usually 
divided  into  two  large 
and  one  small  section. 
The  latter  is  commonly 
employed  solely  for  train 
embarkation,  and  is  then 
attached  to  one  of  the 
group  of  casualty  clear- 
ing stations,  and  works 
under  the  orders  of  its  commanding  officer.  The  other 
two  sections  are  each  under  the  control  of  a motor 
convoy  medical  officer,  who  is  personally  responsible 
for  the  safe  delivery  of  all  patients  loaded  on  the 
ambulance  cars  in  his  charge.  Whenever  possible  he 
accompanies  his  section  personally,  not  only  because  his 
attention  may  be  required  by  a patient,  but  also  in  order 
to  regulate  the  travelling  pace.  Within  limits  it  is 
desirable  that  convoys  should  get  over  the  ground  quickly, 
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and  when  roads  are  crowded  by  ammunition  and  general 
supply  lorries,  all  anxious  to  complete  their  duties  without 
loss  of  time,  the  presence  of  an  officer  with  the  ambulance 
convoy  section  ensures  it  a freer  passage  than  it  might 
otherwise  obtain.  On  the  other  hand,  there  may  be 
certain  patients  for  whom  .a  slow  travelling  pace  is  desir- 
able throughout,  unless  the  surface  of  the  roads  prove  ex- 
cellent— a matter  about  which  there  is  always  uncertainty. 

Each  motor  ambulance  car  can  carry  six  or  eight  patients 
sitting  up,  or  four  lying  down.  To  neutralize  the  tendency 
to  shock  exhibited  by  so  many  wounded  men  the  vehicles 
are  now  generally  heated  automatically  by  the  exhausts 
(Fig.  18),  and  are  also  provided  with  hot-water  bottles. 

The  motor  ambulance  convoys  are  an  outcome  of  the 
circumstances  of  the  war  in  France,  and  an  example  of 
the  ingenuity  of  the  Royal  Army  Medical  Corps  in 
promptly  adapting  its  arrangements  to  the  needs  from 
time  to  time  arising.  Before  the  war  the  Royal  Army 
Medical  Corps,  in  common  with  the  medical  services  of 
the  armies  of  all  other  countries,  had  to  depend  for  the 
transp  rt  of  casualties  between  advanced  formations  such 
as  field  ambulances,  and  rearward  units  such  as  railhead 
hospitals,  on  the  use  of  supply  wagons  going  back  empty 
to  the  rear.  It  was  the  only  arrangement  feasible  at  the 
time,  and  though  admittedly  far  from  ideal,  was  suitable 
enough  for  the  small  wars 
in  more  or  less  uncivilized 
countries  to  which  Great 
Britain  had  been  accustomed, 
and  not  involving  any  very 
large  number  of  casualties. 

The  experience,  however, 
of  a few  engagements  at  the 
beginning  of  the  war  showed 
the  Director  of  Medical 
Services  of  the  original 
Expeditionary  Force  (Sir  T. 

Woodhouse)  that  the  means 
in  question  would  not  suffice 
for  his  needs,  while  at  the 
same  time  he  found  that, 
in  the  removal  of  patients 
capable  of  sitting  up,  ordi- 
nary touring  cars,  of  which 
offers  were  made  to  him  by 
various  French  and  other 
residents  in  Paris,  could  be 
of  real  assistance.  After 
some  of  these  had  been 
fitted  with  bodies  very  like 
those  now  used  in  all 
motor  ambulance  work,  and 
others  had  been  sent  out  from 
home,  he  arranged  two  ex- 
perimental convoys,  which 
began  to  work  between  the 
Aisne  and  Paris  in  the  first  days  of  October,  1914.  This 
experiment  having  proved  that  motor  ambulances  could 
be  used  with  safety  for  long,  rapid  transport  and  over 
cobbled  roads,  and  not  only  for  short  journeys  in  cities 
and  suburbs,  as  had  previously  been  supposed,  the  Director- 
General  of  Medical  Services  (Sir  Arthur  Sloggett)  on  his 
arrival  in  France  at  the  end  of  October  decided  to  adopt 
motor  ambulance  convoys  as  a definite  component  of  the 
arrangements  of  the  Royal  Army  Medical  Corps  in  France. 
It  was  a decision  of  whose  wisdom  convincing  evidence 
was  quickly  forthcoming. 

CASUALTY  CLEARING  STATIONS. 

The  railhead  hospital  or  casualty  clearing  station  may 
theoretically  be  described  in  several  ways. 

1.  As  the  administrative  junction  between  the  lower 
limit  of  the  collecting  zone  or  front  with  the  upper  limit 
of  the  evacuating  zone  or  lines  of  communications. 

2.  As  the  focal  point  to  which  converge  all  roads  leading 
from  the  front,  and  from  which  diverge  all  roads  leading 
to  the  base. 

3.  As  the  spot  where  road  transport  ends  and  railway  or 
analogous  transport  begins. 

4.  As  the  place  where  all  casualties  collected  from  main 
dressing  stations  are  deposited  until  the  moment  comes 
for  their  transport  through  the  evacuating  zone  to  the 
base  or  distributing  zone. 


In  practice  the  casualty  clearing  stations  justify  all  four 
definitions  more  or  less  precisely,  but  the  fact  is  rather 
obscured  by  their  multiplicity  and  the  great  length  of  the 
front.  It  will  be  found,  however,  that  whatever  may  be 
the  position  of  a given  casualty  clearing  station  there  are 
always  roads  that  lead  to  it  from  the  front,  and  that,  how- 
ever far  beyond  the  general  level  of  the  evacuating  zone 
it  may  seem  to  lie,  it  preserves  its  theoretical  relation 
thereto,  because  a tongue  or  spur  has  been  thrust  up  to 
meet  it. 

Selection  of  Site. 

Two  of  the  essentials  in  the  selection  of  a site  for  a 
casualty  clearing  station  are  ready  access  from  the  front 
for  motor  convoys  and  free  communication  with  the  base 
by  ambulance  trains.  A third  is  plenty  of  room  for  the 
necessary  tents  or  huts,  a free  water  supply,  and  safety 
from  any  but  extreme  range  artillery  fire.  To  find  a suit- 
able site  is  often  difficult.  Adequate  room  and  protection 
from  artillery  fire  are  generally  easy  to  secure,  and  water 
can  bo  piped  from  a considerable  distance,  but  to  find  a 
place  which,  besides  being  suitable  in  other  respects,  is 
readily  accessible  by  road  from  the  main  dressing  stations 
concerned,  and  lends  itself  to  evacuation  to  the  base  by 
train,  is  much  more  difficult.  It  is  a problem,  in  fact, 
which  can  often  be  solved  only  by  running  a special 

branch  railway  up  to  the  pro- 
posed site,  or  by  choosing  a 
site  which  is  on  an  existing 
railway  but  at  a considerable 
distance  from  the  main  dress- 
ing stations  that  have  to  be 
cleared. 

The  first  plan  involves 
heavy  expenditure  of  time 
and  labour,  and  is  usually 
adopted  only  when  later  on 
the  site  may  be  useful  for 
some  other  purpose,  or  when 
the  branch  line  can  be  made 
to  serve  more  than  one  end. 

The  second  solution  is 
therefore  the  commoner,  but 
it  is  to  be  remembered  that 
accessibility  and  shortness  of 
distance  as  the  crow  flies  are 
not  interchangeable  terms. 
The  old  proverb,  “ The  longest 
way  round  is  the  shortest 
way  home,”  has  a particular 
application  to  the  transport 
of  wounded  men.  Once  a 
man  is  in  a well-sprung 
pneumatic-tyred  ambulance 
car  the  exact  distance  that  he 
travels  is  of  less  importance 
than  the  character  of  the 
roads  over  which  he  is  borne.  Hence,  independently  of 
all  other  considerations,  a site  which  communicates  with 
the  front  by  good  roads  is  always  to  be  preferred,  even  if 
the  distance  to  be  traversed  be  treble,  to  one  which  can  be 
reached  only  by  lanes  and  cart-tracks. 

This  is  one  reason  why  the  casualty  clearing  stations  as 
a whole  are  distributed  irregularly  in  regard  to  their  dis- 
tance from  the  main  dressing  stations  they  serve.  The 
same  reason  also  helps  to  account  for  the  differences  in 
the  habitations  of  casualty  clearing  stations.  Some  are  in 
permanent  buildings  in  towns  or  villages,  some  in  huts  far 
away  from  all  other  buildings;  others  in  huts  and  tent- 
marquees,  others  in  tent  marquees  alone.  The  completely 
tented  casualty  clearing  stations  are  usually  found  to  be  in 
the  new  parts  of  the  line.  As  they  settle  down  they 
acquire  huts  for  operating  theatres  and  administrative 
purposes,  and  if,  later  on,  when  the  line  moves  forward, 
the  sites  that  they  occupy  are  likely  to  prove  suitable  for 
stationary  hospitals,  all  the  tents  are  replaced  by  huts. 

The  Functions  of  a Casualty  Clearing  Station. 

A casualty  clearing  station  is  in  principle  a mobile  unit, 
since  it  must  always  keep  within  reasonable  distance  of 
the  main  dressing  stations ; and  therefore  be  prepared  to 
move  when  these  are  moved,  in  conformity  with  any  change 
in  the  tactical  situation  of  the  troops  they  serve.  Primarily 
it  is  an  evacuating  unit,  and  only  intended  to  act  as  a hos- 
pital so  long  as  it  is  forced  by  circumstances  to  retain  its 


Fig.  18. — interior  oi  uiiiuuiuuce  car  Hetties  not-air  pipe  iroin 
exhaust. 
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patients,  and  it  was  probably  in  order  to  keep  its  status 
well  in  the  foreground  that  not  long  after  the  war  began 
the  title  “ casualty  clearing  station  ” was  substituted  for 
the  original  term  “ clearing  hospital.”  For  a corresponding 
reason  every  casualty  clearing  station  is  provided  with 
three  lorries  of  sufficient  size  to  transport  at  a moment’s 
notice  all  the  equipment  that  strictly  speaking  it  is  entitled 
to  possess. 

Rut  however  thoroughly  casualty  clearing  stations  may 
justify  the  suggestion  of  their  title,  they  always  go  a good 
deal  beyond  it ; for  their  functions  and  personnel  have 
been  adapted  to  existing  circumstances  by  the  D.G.M.S.  in 
France.  Hence  they  are  no  longer  mere  stations  but  real 
hospitals,  despite  the  fact  that  some  are  only  about  six 
miles  from  the  fighting  line,  and  few  lie  further  off  than 
double  that  distance.  The  patients  are  nursed  by  trained 
women  nurses  ; ordinary  hospital  beds  are  provided  for  the 
more  serious  cases;  the  operating  theatres  have  usually 
four  operating  tables,  are  equipped  with  electric  light,  and 
the  appliances  familiar  in  the  hospitals  of  large  towns ; 
and  while  some  have  x-ray  annexes  of  their  own,  all 
have  at  their  command  the  services>  of  travelling  x-ray 
outfits,  and  clinical  laboratory  work  is  done  for  them 
by  the  mobile  laboratories  which  are  commonly  to  be 
found  in  their  neighbourhood. 

When  a casualty  clearing  station  has  been  established 
for  some  little  time,  the  chief  differences  between  it  and  a 
base  hospital  are  attributable  to  the  diversity  of  duties  that 
the  casualty  clearing  station  has  to  fulfil.  In  addition  to 
acting  as  a true  hospital  for  a short  or  long  period,  it  must 
always  be  ready  to  operate  on  a very  large  number  of 
patients,  and  to  evacuate  forthwith  those  that  can  safely 
be  moved,  and  must  also  be  able  rapidly  to  prepare  for 
immediate  evacuation  a very  much  larger  number  of 
slight  cases.  It  must  also  be  ready  suddenly  to  receive 
and  accommodate  in  one  fashion  or  another  an  almost 
unlimited  number  of  sick  and  wounded.  Consequently,  in 
addition  to  whatever  accommodation  in  the  way  of 
actual  beds  it  may  possess,  it  must  provide  also  : 

1.  Tents  in  which  men  lying  on  stretchers  can  be  kept 
under  cover,  and  receive  what  they  require  in  the  way  of 
food,  warmth,  and  surgical  attention. 

2.  Accommodation  for  classifying  the  cases  that  arrive 
according  to  whether  they  must  undergo  operations  under 
an  anaesthetic,  or  merely  require  some  such  attention  as 
the  redressing  of  a wound  or  the  replacing  of  a splint. 

3.  Accommodation  for  men  who  have  received  all  the 
attentions  they  need,  and  are  merely  waiting  to  be  loaded 
on  the  train. 

4.  Accommodation  for  the  performance  of  minor  surgery. 

The  Working  of  a Casualty  Clearing  Station. 

There  are  considerable  differences  in  the  way  different 
casualty  clearing  stations  meet  these  needs,  but  in  regard 
to  definite  operations  the  general  practice  is  to  provide 
sufficient  accommodation  and  personnel  for  the  per- 
formance of  at  least  four  operations  simultaneously  and 
continuously  for  an  unlimited  number  of  hours  or  days. 
Even  when  a battle  is  in  progress,  of  the  wounded  men 
who  arrive  at  the  casualty  clearing  station  at  least 
10  per  cent,  must  visit  the  operating  theatre  before  they 
can  be  sent  to  the  base  hospitals. 

In  regard  to  other  matters  the  general  procedure  is 
usually  as  follows : As  soon  as  a convoy  arrives  the 
patients  are  all  off-loaded  promptly  so  that  the  ambu- 
lance shall  not  be  detained.  They  are  carried  into  a 
distributing  room,  where,  while  a clerk  takes  down  par- 
ticulars of  his  army  status,  etc.,  a medical  officer  de- 
cides to  what  class  of  case  each  patient  belongs,  being 
guided  in  this  matter  partly  by  his  condition,  partly  by 
what  is  stated  on  his  field  medical  card. 

Thus,  for  instance,  A,  who  has  an  abdominal  wound,  is 
sent  straight  to  the  operation-theatre  preparation  room. 
So,  too,  is  B,  who  has  a wound  of  the  head  and  is  insen- 
sible. C,  ■who  has  a wound  of  the  thigh,  is  sent  to  the 
stretcher  case  dressing-room ; but  D,  who  has  an  apparently 
corresponding  wound,  is  for  some  reason  in  a state  of 
profound  collapse,  ahd  is  therefore  sent  to  the  observation 
ward.  E has  a perforating  wound  of  the  upper  thorax, 
and  is  sent  to  the  chest  ward  ; while  F,  who  has  a flesh 
wound  of  the  shoulder,  is  sent  to  the  walking  case 
dressing  room. 

When  A arrives  in  the  preparation  room  all  his  clothes 
are  removed,  and  he  is  got  ready  for  a laparotomy,  which 


takes  place  as  soon  as  a table  in  the  theatre  is  free. 
B,  in  addition  to  other  preparations,  has  his  head 
shaved,  and  is  sent  to  the  theatre  as  soon  as  a surgeon 
and  anaesthetist  are  ready  for  him.  It  may  be  decided 
that  no  craniotomy  should  be  performed,  at  all  events 
until  the  patient  has  reached  a base  hospital,  but  the 
case  must  be  thoroughly  examined  before  this  conclusion 
is  reached. 

C’s  stretcher  is  placed  on  trestles  and  his  wound  care- 
fully examined  to  see  whether  any  operation  is  required ; 
if  so,  he  too  is  sent  to  the  operation-theatre  preparation 
room ; otherwise  his  wound  is  redressed  and  an  extension 
or  other  splint  suitable  for  train  travelling  is  applied. 
D,  on  his  arrival  in  the  observation  ward,  is  put  to  bed  and 
submitted  to  various  antishock  measures  until  his  con- 
dition is  sufficiently  good  for  an  elaborate  treatment  of  his 
wound.  E,  on  his  arrival  in  the  chest  ward,  is  examined 
by  a medical  officer  who  specializes  in  internal  medicine. 

When  F enters  the  -walking-case  room  his  bandages  are 
taken  off  and  the  required  treatment  applied,  unless  his 
general  condition  and  his  field  medical  card  clearly  indi- 
cate that  no  further  interference  with  the  wound  is  likely 
to  be  desirable  until  he  reaches  a base  hospital.  From  the 
dressing  tent  for  walking  cases  F goes  to  the  evacuation 
tent  for  walking  cases,  where  he  is  given  food  and 
cigarettes  and  waits  for  the  ambulance  train ; a train  is 
usually  available  every  day,  and  even  oftener  in  times  of 
activity ; but,  if  there  is  any  delay,  F is  given  a stretcher 
bed  and  his  wound  is  redressed  in  due  course. 

Meantime,  into  another  evacuation  tent  men  who  belong 
to  the  various  classes,  A,  B,  C,  D,  E,  and  who  have  come 
down  with  the  same  or  a previous  convoy,  are  being 
brought  on  stretchers  from  the  wards  or  other  places 
where  they  have  been  prepared  for  evacuation.  The 
standing  regulation  is  to  send  on  all  cases  to  the  base  as 
soon  as  suitable  transport  is  available,  but  any  case  at  all 
likely  to  suffer  by  transport  is  detained  as  a matter  of 
course;  chest  cases  are  never  sent  down  until  all  danger 
of  haemorrhage  is  presumed  to  have  ceased,  and  abdominal 
cases  are  detained  until  they  have  so  far  recovered  that 
they  can  be  sent  straight  through  to  Great  Britain  without 
further  treatment  at  the  overseas  base. 

In  any  case  the  number  of  men  detained  is  usually 
quite  sufficient  to  afford  the  personnel  plenty  of  ordinary 
hospital  work  between  the  arrival  of  convoys,  and  in  order 
to  secure  time  for  its  due  performance,  even  when  fighting 
is  heavy  in  the  part  of  the  line  served  by  the  casualty 
clearing  station  and  casualties  are  numerous,  every 
casualty  clearing  station  has  a partner  located  at  the  same 
rail-head,  and  the  two  are  alternately  “ open  ” and  “ closed  ” 
for  the  reception  of  patients.  When  times  are  quiet  the 
commonest  plan  is  for  the  casualty  clearing  stations  con- 
cerned to  open  and  close  on  alternate  days.  During  active 
fighting  a casualty  clearing  station  usually  declares  itself 
“ closed  ” when  it  has  a given  number  of  unevacuated 
patients  on  its  hands ; its  partner  then  takes  the  next 
convoys.  Should  it  happen  that  the  partners  are  both 
“ closed,”  the  D.M.S.  of  the  army  concerned  sends  later 
convoys  to  the  casualty  clearing  stations  of  some  other 
area  under  his  command. 

Specialist  Surgeons. 

As  a convoy  does  not  represent  a specific  number  of 
patients,  and  the  number  of  convoys  dispatched  from  any 
main  dressing  station  in  any  twenty-four  hours  depends 
entirely  upon  the  state  of  the  fighting,  the  amount  of  work 
thrown  upon  a casualty  clearing  station  varies  greatly 
from  time  to  time.  Sometimes  it  resembles  that  of  an 
ordinary  hospital  in  a manufacturing  town  where  accidents 
are  frequent;  sometimes  that  of  a main  dressing  station 
of  so  elaborate  a type  as  to  be  able  to  perform  both  aseptic 
and  septic  operations,  and  so  large  as  to  be  able  to  deal 
with  1,000  or  more  patients  a day.  Its  permanent  staff 
consists  of  seven  medical  officers,  but  when  the  fighting 
is  heavy  it  is  reinforced  by  medical  officers  drawn  from 
casualty  clearing  stations,  field  ambulances,  or  other 
medical  units  in  other  parts  of  the  line.  On  its  permanent 
staff  are  always  at  least  two  surgeons  experienced  in  all 
classes  of  operative  work,  including  abdominal  surgery, 
and  the  reinforcements  sent  when  times  are  active  include 
other  surgeons  of  the  same  type.  The  net  result,  therefore, 
is  that  by  arranging  in  groups  the  total  number  of  surgeons 
and  anaesthetists  available,  the  necessary  operations  can 
be  performed  until  the  stress  is  over. 
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Distribution  of  Patients. 

When  the  convoys  are  not  large  and  not  arriving  in 
rapid  succession,  the  work  of  distribution  is  done  by  the 
orderly  medical  officer  on  duty  ; at  other  times  it  is  usual 
to  select  a surgeon  of  wide  experience  for  the  work,  since 
the  duty  of  the  “ spotting  officer  ” then  becomes  a task  of 
great  responsibility.  He  must  be  able,  for  instance,  to  gauge 
rapidly  the  general 
condition  of  a patient 
and  the  probable 
degree  of  serious- 
ness of  his  wound. 

In  addition  to  bear- 
ing in  mind  con- 
tinually how  long 
it  is  likely  to  be 
before  an  ambulance 
train  arrives  to  clear 
the  hospital,  h e 
must  keep  a con- 
stant eye  on  Hhe 
operation  list. 

Should  the  latter  be 
comparatively  short 
or  the  stream  of 
patients  be  falling 
off,  his  task  becomes 
relatively  easy,  since 
lie  can  mark  for  the 
preparation  room 
auy  cases  which 
seem  at  all  serious. 

In  the  contrary 
case,  he  must  decide 
whether  the  indi- 
vidual and  general  interests  would  best  be  consulted  by 
sending  the  case  down  to  the  base  forthwith,  should  au 
ambulance  train  be  waiting  or  expected  shortly  to  arrive, 
or  by  keeping  him,  even  though  it  is  not  likely  to  be 
possible  to  perform  the  operation  for  many  hours. 

Cons  lilting  S urgeons. 

The  clinical  work  of  the  casualty  clearing  stations  in 
each  army  is  under  the  supervision  of  au  officer  who 
in  peace  times  is  a 
well-known  consulting 
surgeon,  and  corre- 
sponding supervision 
is  exercised  in  respect 
of  medical  conditions 
by  a physician  of  ana- 
logous experience. 

Before  being  evacu- 
ated from  a casualty 
clearing  station  a note 
is  added  to  the  field 
medical  card  of  every 
patient  as  to  the  treat- 
ment he  has  received, 
and  if  au  operation 
has  been  performed, 
or  he  has  been  detained 
as  an  ordinary  hospital 
patient,  clinical  notes 
concerning  his  case  for 
the  information  of  the 
medical  officers  at  the 
base  are  sent  on  in  an 
envelope  attached  to  a 
button  of  liisbed  jacket. 

Many  casualty  clear- 
ing stations  also  do  a 
certaiu  amount  of  work 
in  attending  to  local 
sick — that  is  to  say,  to  cases  amongst  labour  parties  and 
other  troops  in  their  neighbourhood  which  are  not  in 
charge  of  a medical  officer  or  within  the  area  of  the  work 
of  a field  ambulance.  It  is  also  the  rule  for  a casualty 
clearing  station  to  detail  a medical  officer  to  afford  medical 
attention  to  members  of  the  civil  population  if  a request  to 
this  effect  is  made  by  the  local  civil  authority. 

The  Theatre  Trailer. 

Though  a casualty  clearing  station  is  a mobile  unit,  the 


transfer  of  so  large  an  institution  from  one  site  to  auothei 
takes  a considerable  time.  In  an  advance  it  may  bi 
desirable  to  push  au  operating  section  forward  at  once 
To  meet  this  need  the  “theatre  trailer”  has  been  devised. 
It  consists  of  a large  pitch-pine  framework,  which  can 
be  clamped  on  to  a trailer  drawn  by  one  of  the  lorries  of 
the  casualty  clearing  station.  The  lorry  is  loaded  with 

stretchers,  blankets 
cooking  and  feeding 
requisites  for  n 
hundred  serious sur 
gical  cases  for  tw< 
days,  and  carries 
also  a hospital  mar 
quee  and  operating 
tent.  The  origina 
idea  for  the  trailer 
as  suggested  b\ 
Colonel  Cutliberi 
Wallace  in  Septem 
her,  1916,  was  to  til 
it  with  shelves  am 
pigeon-holes,  as  01: 
a ship.  After  furthei 
study,  however,  i 
was  seen  that  if 
would  be  better  b, 
make  the  cupboard! 
and  other  fitting! 
movable,  providin' 
for  the  careful  pack 
iug  of  their  content! 
so  that  they  wouk 
not  suffer  on  tin 
road.  Each  cup 
board  runs  on  four  wheels,  and  is  fitted  to  hold  and  earn 
without  damage  dressings,  instruments,  bowls,  and  ename 
ware,  as  well  as  the  llowlby  outfit  and  the  marmites  ii 
use  in  almost  every  casualty  clearing  station  theatre 
There  are  two  cupboards  for  sterilized  dressings,  overall: 
and  towels,  sufficient  for  one  day  s operating,  with  tw< 
surgeons  and  four  tables,  dealing  with  150  major  operations 
In  addition,  six  complete  sterilizing  drums  are  carried,  am 
in  all  sufficient  dressings  for  500  operations.  Lotions,  iuadi 

up  in  quart  bottles,  an 
jiacked  in  a special!; 
designed  case  fittci 
in  one  of  the  shelves 
Boiled  water  am 
saline  are  taken  ii 
sterilized  petrol  tins 
The  instruments  an 
packed  in  webbinj 
straps  stitched  to 
gether  and  attache! 
to  the  shelves.  Thre< 
anaesthetic  t ibles  an 
folding  stools  an 
packed  into  two  cases 
which,  when  unpacked 
can  be  used  as  sin 
geo  11  s’  washing-uj 
benches.  The  botton 
shelf  of  each  anaes 
thetic  table  contain 
nine  compartments 
each  of  which  holds  ; 
two-pound  bottle  o 
chloroform  or  etliei 
T wo  other  shelves  con 
tain  the  anaestheti 
apparatus,  masks 
gauze,  etc.  Other  cup 
boards  contain  primu 
stoves  and  their  fuel,  cleaning  materials,  a rack  for  splints 
and  a stand  for  the  lotion  copper  cauldrons.  The  shelve 
fit  one  above  the  other,  and  can  be  built  up  in  any  orde 
that  may  be  desired  to  form  dressers  or  small  cupboards; 
The  contents  of  one  side  lifted  out  of  the  trailer  are  sliowi 
in  the  illustration  (Fig.  19).  With  the  trailer  and  trolle 
are  four  R.A.M.C.  orderlies,  and  there  are  two  Ann; 
Service  drivers.  These  six  men  can  pack  the  loadei 
furniture  into  the  trailer  in  ten  minutes.  The  man 
advantages  of  this  trailer,  the  details  of  which  hav 


l-'io.  19. —Trailer  with  one  half  of  its  equipment  unloaded.  The  cupboard  most  to 
the  spectator’s  left  is  for  dressings,  the  next  for  instruments,  the  next  contains 
two  anaesthetic  tables,  and  the  cupboard  most  to  the  right  has  three  compart- 
ments for  splints — long  splints,  thigh,  short  splints,  arm,  and  leg  splints  respectively. 
The  shelves  above  the  cupboards  show  the  method  of  packing  dressings,  etc. 


Fig.  20.— Interior  of  a hospital  train  ; the  majority  of  lying  cases  are  evacuated  by 

ambulance  train. 
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been  worked  out  by  Captain  E.  M.  Cowell,  R.A.M.C.,1 
and  Lieutenant-Colonel  G.  H.  Goddard,  R.A.M.C.,  are 
that  it  ensures  the  careful  transport  of  the  delicate 
;quipment  of  an  operating  theatre  and  provides  operating 
'«5om  furniture  ready  for  immediate  use  in  all  circum- 
stances. 

AMBULANCE  TRAINS  AND  HOSPITAL 
BARGES. 

A patient  may  be  sent  down  through  the  evacuating 
zone  to  the  base  either  by  ambulance  train,  by  hospital 
barge,  or  bv  motor  convoy ; in  the  great  majority  of  cases 
the  first  is  the  method  employed. 

Ambulance  Trains. 

Several  types  have  been  used  since  the  war  began.  In 
the  early  days  the  predominant  type  was  made  up  mainly 
of  goods  vans  fitted  with  racks  to  support  stretchers,  and 
supplemented  by  straw-strewn  vans  for  the  more  lightly 
wounded.  These  trains  were  effective  so  far  as  actual 
transport  was  concerned,  and  were  easy  to  load  and 
unload,  since  the  doors  were 
wide  ; but  the  carriages  could 
not  be  lighted  easily  or  kept 
warm,  they  afforded  no  con- 
veniences for  administrative 
work,  and  it  was  very  diffi- 
cult for  the  medical  officers 
to  attend  to  their  patients 
once  the  train  had  started. 

Moreover,  unless  the  vans 
were  drawn  from  passenger 
trains,  and  this  was  com- 
paratively rare,  they  were 
mounted  on  four  wheels  only, 
had  very  ineffective  springs, 
and  practically  no  brakes. 

They  were  gradually  dis- 
placed by  trains  built  up  of 
ordinary  passenger  coaches 
supplemented  by  a saloon  or 
restaurant  car  for  administra- 
tive purposes.  The  compart- 
ments were  so  arranged  that 
they  could  each  contain  four 
stretcher  cases  lying  at  right 
angles  to  the  line  of  travel. 

Most  of  the  coaches  thus 
used  had  six  wheels,  and 
were  much  better  sprung 
and  braked  than  goods  vans. 

They  were  also  much  better 
lighted,  and,  as  a rule,  each 
vehicle  had  a firebox  attached 
exteriorly,  and  thus  had  in- 
dependent heating.  On  the 
other  hand,  loading  and  un- 
loading was  not  easy,  since 
the  doors  were  narrow,  and 
only  rarely  was  it  possible  to  arrange  for  intercommunica- 
tion between  all  the  carriages,  so  that  some  of  them  could 
be  visited  only  by  walking  along  the  foot-board  or  by 
stopping  the  train. 

A few  trains  of  this  type  are  still  in  use,  but  the 
majority  belong  to  a third  type,  which  is  built  up  partly 
of  corridor  car  “ coaches  ” for  patients  able  to  sit  up, 
partly  of  specially  constructed  “ ward  ” carriages  (Fig.  20), 
intercommunicating  cars  with  tiers  of  berths  down  each 
side  and  a passage  way  between  them.  These  berths  are 
open  at  the  ends,  and  have  both  wire  and  ordinary 
mattresses  and  blankets  and  sheets,  and  the  patients  are 
habitually  put  to  bed  in  them,  unless  for  some  reason, 
such  as  the  existence  of  an  injury  to  the  spinal  column, 
it  is  desired  to  avoid  moving  a patient  off  his  stretcher. 
In  such  cases  the  stretcher  is  laid  on  the  top  of  the  bed. 
These  tiers  of  beds  are  arranged  parallel  to  the  line  of 
travel,  and  as  there  are  six  sets  of  tiers  on  either  side  and 
each  consists  of  three  berths,  the  normal  accommodation 
of  a travelling  ward  is  thirty-six  patients,  while  if  occasion 
requires,  it  can  be  increased  to  forty  by  laying  stretchers 
m the  passage  way  between  the  tiers. 

. , mil  account  of  the  Wallace-Cowell  trailer,  with  details  of  con- 
rr,,  7 • °,n„anl*  st°res,  will  be  found  in  the  Journal  of  the  Royal  Army 
Medical  Corps  for  June,  1917. 


The  usual  plan  is  to  place  the  carriages  in  the  following 
order,  working  from  the  engine  backwards:  A carriage 
used  as  an  isolation  ward;  a coach  with  its  compartments 
arranged  as  sleeping  quarters  for  the  medical  and  nursing 
staff ; a kitchen  coach ; four  or  five  ward  carriages ; an 
administrative  carriage,  providing  an  office,  a room  for  the 
performance  of  operations  (Fig.  21),  and  a dispensary;  four 
or  five  coaches  for  sitting-up  patients ; a carriage  for 
general  cooking  purposes ; a coach  to  serve  as  sleeping 
quarters  for  the  subordinate  personnel ; a van  for  stores  ; 
and  a guard’s  van.  About  400  patients  is  an  average  load 
for  such  a train.  i * 1 • 

The  “ward”  carriages  have  wide  external  as  well  as 
internal  doors,  so  that  they  are  easy  to  load  and  unload, 
and  the  train  is  electrically  lighted  and  steam  heated  from 
end  to  end.  The  wide  doors  of  communication  between 
the  carriages  afford  a vista  of  half  a dozen  carriages  in 
succession,  and  the  actual  passage  way  extends  from  one 
end  of  the  train  to  the  other.  All  the  ward  carriages, 
moreover,  are  mounted  on  well-sprung  eight  wheeled 
chassis,  and  a Westinghouse  compressed  air  automatic 

brake  operates  from  end  to 
end  of  the  train.  The  net 
result  is  that  they  are  easy 
to  work  and  run  smoothly 
even  over  the  much-used 
permanent  ways  of  Northern 
France. 

All  the  advantages  of  these 
trains  are  attained  likewise 
in  a fourth  type,  which  is  the 
latest  to  come  into  use.  In 
it  the  accommodation  for 
patients  consists  entirely  of 
ward  carriages,  wherein  as 
much  provision  for  sitting-up 
patients  as  may  be  required 
is  made  by  turning  up  the 
middle  berths  of  the  tiers, 
thus  leaving  the  upper  berth 
for  a lying-down  case,  while 
the  lower  one  forms  a sofa 
for  three  or  four  sitting-up 
patients.  In  the  third  type 
of  train  the  sitting  accom- 
modation in  the  coaches  often 
proves  to  be  in  excess  of  the 
requirements,  so  that  the 
fourth  type  represents 
economy  in  engine  power  and 
rolling-stock,  since,  whatever 
the  proportion  of  lying-down 
cases  to  sitting-up  cases,  the 
whole  of  the  accommodation 
can  be  utilized. 

Ambulance  trains  so  long 
as  they  are  loaded  are 
managed  very  much  as  if 
they  were  ordinary  hospitals, 
but  there  is  not  usually  very  much  dressing  to  do  unless 
in  a considerable  proportion  of  the  cases  irrigation  treat- 
ment is  being  applied.  There  are  always,  however,  patients 
who  require  attention,  and  for  the  first  hour  or  so,  at  any 
rate,  after  the  train  has  been  loaded  the  whole  of  the  staff 
is  kept  busy.  Once  they  have  settled  down  the  majority  of 
patients  sleep  peacefully  to  the  end  of  their  journey,  even 
those  who  are  travelling  in  sitting- up  coaches.  They  have 
left  the  battlefield  behind  them;  they  have  had  their 
woun*ds  dressed,  and  all  tension  is  at  an  end.  This 
restfulness  of  an  ambulance  train,  despite  many  phy- 
sical reasons  to  the  contrary,  was  noted  long  before 
the  prevailing  type  of  train  came  into  use,  and  is 
one  of  the  more  curious  psychological  features  of  the 
war. 

For  an  ambulance  train  of  the  second  type  the  allow- 
ance of  medical  officers  is  usually  three,  but  for  the  third 
and  fourth  types  only  two  are  generally  required ; in  each 
case  three  or  four  sisters  are  carried  in  addition  to  nursing 
and  general-duty  orderlies,  cooks,  etc.  Unless  a journey 
is  unusually  long,  the  majority  of  the  staff  remains  on 
duty  during  the  time  the  train  is  loaded.  As  soon  as  the 
patients  have  been  unloaded  the  whole  train  has  to  be 
cleaned,  bed-linen,  changed,  dirty  linen  dispatched  to  the 
wash,  and  fresh  supplies  of  stores  obtained,  so  that  rest 


Fig.  21. — The  operating  theatre  of  an  ambulance  train. 
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for  an  ambulance  train  staff  docs  not  come  until  the 
up-country  journey  has  commenced. 

The  movements  of  the  trains  as  a whole  arc  regulated 
by  a medical  officer  of  the  staff  of  the  D.M.S.  Lines  of 
Communication.  If  a full  load  is  not  waiting  at  any  single 
rail-head,  several  arc  visited  in  succession.  Once  loaded, 
the  train  travels  at  a rate  of  about  twelve  miles  an  hour  to 
its  destination  at  the  base,  which  may  be  anything  from 
fifty  to  a hundred 
miles  away.  In- 
formation as  to  the 
hour  of  its  probable 
arrival  is  telegraphed 
to  an  officer  at  its 
destination,  who 
meets  the  train  with 
a sufficient  number 
of  stretcher-bearers 
and  motor  ambu- 
lance cars  to  dis- 
tribute the  patients 
promptly  among  the 
various  hospitals  at 
this  base. 

Hospital  Barges. 

Evacuation  by  hos- 
pital barges  is  neces- 
sarily restricted  to 
parts  of  the  front 

traversed  by  navigable  canals,  and  also  by  the  fact  that 
comparatively  few  casualty  clearing  stations  lie  sufficiently 
near  canals  for  patients  to  be  embarked  without  an 
intermediate  journey  in  an  ambulance  car.  This  means 
of  evacuation  is  slow,  but  is  of  use  in  dealing  with 
patients  for  whom  it  is  desired  to  secure  absolute  free- 
dom from  shaking.  Barges,  however,  are  not  used  solely 
for  evacuating  purposes ; in  certain  parts  of  the  line 
they  can  be  taken  close  up  to  main  dressing  stations 
and  advanced  operating  stations,  and  can  then  be  used 
either  to  provide  additional  accommodation  or  practically 
as  if  they  were  travelling  casualty  clearing  stations, 
chest  cases  and  abdominal  cases  being  placed  straight 
on  board  after  operation  and  taken  down  to  a port,  where 
they  are  evacuated 
to  a home  base  by 
being  loaded  on  a 
hospital  ship. 

'Ihe  barges  used 
arc  those  familiar  on 
Flemish  canals  (Fig. 

22).  When  one  end 
of  the  interior  has 
been  partitioned  off 


travel  singly  or  in  couples.  Every  barge  carries  two 
trained  women  nurses  in  addition  to  nursing  orderlies, 
general  orderlies,  and  cooks.  Each  barge  also  carries  a 
medical  officer,  unless  two  barges  or  more  are  travelling 
together,  and  then  one  is  sufficient  for  all  of  them.  Tile 
average  duration  of  a barge  journey  is  from  twenty-four 
to  forty-eight  hours.  They  travel  only  by  daylight, 
and  at  the  rate  of  about  three  miles  an  hour. 


Fig.  22. — Hospital  barge  being  towed. 
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space  cau  be  used  for  the  performance  of  operations  if 
necessary.  Except  that  its  ceiling  is  low  (about  10  ft.) 
and  its  diameter  comparatively  narrow  (about  16  ft.), 
a barge  ward  looks  very  much  like  a hospital  ward 
(Fig.  23). 

All  the  barges  are  provided  with  a dynamo  and  gas 
engine ; they  cau  be  lighted  either  by  electricity  or  by 
removing  one  or  more  sections  of  the  deck  which  forms 
the  ceiling  of  the  ward.  They  are  drawn  by  a tug  in 
charge  of  men  accustomed  to  canal  work.  They  are 
■divided  into  flotillas  of  four,  but  more  often  than  not  they 


STATIONARY 
HOSPITALS. 

At  places  along 
the  railways  travers- 
ing the  evacuating 
zone  there  are 
medical  units  known 
as  stationary  hos- 
pitals. These  in 
theory  arc  200  bed 
hospitals  of  com- 
paratively simple 
equipment  as  com- 
pared with  that  of 
a general  hospital. 
Their  bedsteads,  for 
instance,  are  folding 
iron  “barrack  bed- 
steads,” and  they  are 
not  supposed  to  have 
clinical  laboratories  or  x ray  annexes.  In  France,  how- 
ever, nearly  all  stationary  hospitals  are  capable  of  accom- 
modating several  times  their  regulation  number  of  patients, 
and  many  in  point  of  equipment  and  extent  of  accommoda- 
tion do  not  differ  from  the  large  general  hospitals  in  the 
distributing  zone,  unless  they  arc  used  to  fulfil  some 
special  aim. 

Such  of  these  units  as  are  in  the  evacuating  zone  do 
their  work  in  direct  association  with  main  dressing 
stations,  and  since  the  dispatch  of  a patient  to  them  does 
not  necessarily  entail  his  formal  evacuation,  they  are 
almost  to  be  regarded  as  annexes  thereto  and  therefore  as 
front-line  units.  The  rest  arc  used  for  the  reception  and 
treatment  of  cases  of  sickness  and  injury  among  troops  on  the 

lines  of  communica- 
tion, and  for  cases 
which  the  medical 
officers  in  charge  of 
ambulance  trains 
may  think  it  desir- 
able to  off-load  at 
the  earliest  possible 
moment.  Strictly 
speaking,  a station- 
ary hospital  is  not 
entitled  to  more 
than  seven  medical 
officers,  but  it  is 
allotted  a larger 
number  if  it  accom- 
modates more  than 
its  regulation  num- 
ber of  patients,  and 
is  doing  work  which 
for  its  due  perform- 
ance requires  an 
augmentation  of  the 
staff. 

CONTROL. 

It  is  from  general 
head  quarters  that 
the  Director-General 
of  Medical  Services  usually  controls  the  whole  of  the 
medical  work  of  the  front  through  the  Directors  of 
Medical  Services  of  the  different  armies,  as  also  that  of 
the  evacuating  zone  and  the  distributing  zone  through  the 
Director  of  Medical  Services  Lines  of  Communication. 

The  operations  thus  controlled  include  not  only  the  dis- 
position and  maintenance  of  hospitals  and  other  medical 
units,  together  with  all  the  arrangements  for  the  evacua- 
tion of  patients  from  the  front  to  the  bases  and  from  the 
bases  to  the  United  Kiugddm,  but  also  certain  other  im- 
portant branches  of  work.  These  are  the  distribution  of 
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medical  reinforcements,  the  co-ordination  of  action  through- 
out the  whole  British  force  in  regard  to  sanitation  and  the 
prevention  of  epidemic  disease,  and  the  work  of  weeding 
out  from  the  armies  men  who,  though  still  useful  soldiers, 
are  not  capable  of  doing  front-line  work,  many  of  whom 
must  eventually  be  sent  home  to  be  discharged  from  the 
army. 

At  the  same  place  are  also  held  the  periodic  meetings  of 
a council  formed  by  the  Director- General  of  Medical  Ser- 
vices to  assist  him  in  the  settlement  of  questions  from  time 
to  time  arising.  It  consists  of  eight  members  and  is  so 
constituted  that  the  temporary  and  permanent  elements 
of  the  medical  service  of  the  army,  general  and  bacterio- 
logical hygiene,  medical  and  surgical  work  at  the  front,  the 
same  work  at  the  bases,  and  administration  throughout 
the  whole  area,  are  all  represented  in  equal  proportions. 

There  is  a second  council  of  the  same  general  kind, 
which  includes  the  whole  of  the  civilian  consultant 
specialists  holding  temporary  commissions  in  the  army,  as 
well  as  the  principal  permanent  officers  on  the  staff  of  the 
Director-General  of  Medical  Services.  But  this  meets 
less  often  owing  to  the  difficulty  of  withdrawing  so  many 
officers  from  their  ordinary  work  simultaneously. 

THE  DISTRIBUTING  ZONE. 

The  hospitals  to  which  the  patients  are  sent  on  their 
arrival  in  the  dis- 
tributing zone  are 
known  as  general 
and  stationary  hos- 
pitals. The  former 
are  in  theory  much 
larger  and  more 
compreliensi  vely 
equipped  than  the 
latter.  In  practice, 
however,  there 
is  in  France  often 
no  difference  even 
in  point  of  size, 
and  invariably  both 
afford  the  same 
facilities  for  the 
best  forms  of 
medical  and  sur- 
gical work.  That 
is  to  say,  their 
ward  equipment  is 
of  the  same  kind 
as  in  large  civil 
hospitals  in  times 
of  peace,  they  have 
all  large  and 
elaborate  operating 
theatres  and 
annexes,  and  bacteriological  laboratories  and  a;-ray 
annexes. 

Organization  of  General  and  Stationary 
Hospitals. 

In  point  of  size  every  stationary  hospital  can  now 
accommodate  at  least  500  patients  instead  of  the  regula- 
tion 200,  and  every  general  hospital  at  least  1,040  instead 
of  520.  The  larger  figures  represent  the  number  of  beds 
kept  at  all  times  ready  for  the  reception  of  patients.  In 
time  of  pressure  the  accommodation  can  be  increased  by 
some  50  per  cent.  The  clinical  work  is  divided  into  a 
medical  and  a surgical  division,  each  in  charge  of  a 
specialist  assisted  by  ward  medical  officers.  To  the 
surgical  division  there  are  also  attached  specialists  in 
operative  surgery  who  vary  in  number  according  to  the 
accommodation  of  the  hospital. 

The  nursing  is  done  by  trained  women,  those  ap- 
pointed to  each  ward  working  under  the  supervision  of  a 
ward  sister,  who  is  subject  in  her  turn  to  the  hospital 
matron.  There  are  also  a certain  number  of  orderlies 
trained  in  nursing  duties,  who  assist  and  on  occasion 
replace  the  women  nurses,  and  of  general  duty  orderlies 
who  do  all  the  rough  work  of  the  hospital.  The  male 
personnel  is  under  the  control  of  a non-commissioned  officer 
commonly  called  a wardmaster,  who  is  subject  in  his  turn  to 
the  sergeant-major  of  the  hospital.  Supplies  of  every  kind 
are  obtained  by  the  quartermaster,  who  is  responsible  for 
their  due  preparation.  He  holds  honorary  rank  as  an 


officer  in  the  Royal  Army  Medical  Corps,  and  to  attain  this 
position  he  must  not  only  possess  tact  and  good  manners 
but  must  pass  examinations  in  general  education  and 
technical  and  military  subjects  spread  over  so  many  years 
that  most  quartermasters  are  men  who  have  entered  the 
corps  at  a very  early  age. 

The  laboratory  and  a;- ray  rooms  are  in  the  charge  of 
specialists,  privates  or  non-commissioned  officers  who 
have  received  training  in  these  duties  being  appointed 
to  assist  them.  The  institution  as  a whole  does  its  work 
under  the  control  of  an  officer  of  the  rank  of  lieutenant- 
colonel  or  colonel,  who  in  the  larger  hospitals  has  a 
registrar  to  assist  him  in  the  keeping  of  medical  records. 
In  times  of  pressure  this  officer  commonly  takes  charge 
of  a certain  number  of  beds,  and  often  also  acts  as- 
company  officer  or  adjutant,  his  work  including  dis- 
ciplinary control  of  the  more  military  side  of  the  work 
of  the  unit. 

A few  hospitals  occupy  large  buildings,  such  as  casinos 
or  hotels,  but  most  of  them  now  lie  in  camps  outside  the 
towns,  of  which  they  nominally  form  part.  They  are 
formed  sometimes  of  huts  alone,  sometimes  of  huts  and 
marquees.  The  marquees  have  boarded  floors,  stoves,  and 
electric  lighting  and  double  roofs.  In  fine  weather  the 
whole  of  one  side  of  a marquee  can  be  removed,  the 
patients  being  thus  kept  practically  in  the  open  air;  the 

marquees  can  also 
be  placed  end  to  end, 
a continuous  ward 
capable  of  holding 
perhaps  a hundred 
beds  being  thus 
formed.  The  hos- 
pitals at  bases  are 
rarely  moved,  so 
that  not  only  are 
the  camps  they  form 
irreproachable  in 
the  matter  of  sani- 
tation, but  they  are 
almost  invariably 
attractive  likewise 
in  other  Avays,  as 
there  is  much  rivalry 
among  the  staffs  of 
different  hospitals, 
and  neat  paths, 
shrubs,  and  flower 
beds  spring  into 
existence  with  great 
rapidity. 

But,  although  base 
hospitals  are  Avell 
equipped  and 
managed  on  iden- 
tical principles,  they  are  differentiated  to  some  extent  by 
the  character  of  their  Avorlc.  At  each  base,  for  instance,  one 
hospital  deals  solely  with  infectious  diseases,  while  the 
rest,  though  prepared  to  take  cases  of  all  kinds,  habitually 
specialize  in  the  treatment  of  some  particular  class  of 
injury  or  disease — for  example,  skin  disorders,  ophthal- 
mic troubles,  jaw  injuries,  nerve  complaints,  head  cases, 
and  fractures  of  the  lower  extremities.  There  are  also 
some  base  hospitals  which,  OAving  to  their  distance  from 
evacuation  points,  deal  mainly  with  comparatively  light 
cases. 

At  all  base  hospitals  the  time  for  which  serious  cases 
may  be  retained  is  not  limited,  but  the  general  rule  is  to 
transfer  to  Great  Britain  any  cases  which  are  deemed  fit 
for  transport  and  are  not  likely  to  be  fit  for  active  service 
again  in  less  than  three  weeks.  Patients  who  complete 
their  treatment  in  the  base  hospitals  are  sent  on  their  dis- 
charge to  convalescent  depots,  where  they  remain  for  a 
varying  number  of  days,  and  thereafter,  if  considered  fit 
once  more  for  the  front,  are  sent  to  the  depots  of  the  regi- 
ment or  corps  to  which  they  belong.  In  the  contrary  case 
they  are  marked  as  base  details  and  are  kept  under 
medical  observation  in  barracks  and  employed  on  duties  of 
various  kinds 

Base  Medical  Store  Depots. 

Other  medical  establishments  at  the  base  are  depots  of 
base  medical  stores  (Fig.  24),  whence  all  the  up-country 
depots,  as  well  as  the  local  hospitals  and  ambulance  trains, 


Pig.  24. — A store  for  an  ambulance  train. 
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draw  their  supplies,  and  the  base  hygiene  laboratories, 
whose  main  work  is  to  test  the  purity  of  the  food  supplies 
of  the  troops.  There  is  also  at  one  base  a large  bacterio- 
logical laboratory  devoted  solely  to  research  work,  and 
much  work  of  the  same  kind  also  goes  on  at  the  laboratories 
attached  to  the  different  hospitals.  Sometimes  the  work 
is  done  as  an  independent  effort,  sometimes  in  co-opera- 
tion with  the  officers  in  charge  of  the  mobile  laboratories 
in  the  collecting  zone,  and  as  a means  of  testinghow  far  the 
results  there  obtained  are  supported  by  observations  made 
on  patients  who  have  reached  a later  stage  of  their  illness 
or  injury. 


Laboratories:  Medical  History. 

The  general  control  of  all  the  laboratories  and  of  their 
work  in  the  investigation  of  the  problems  of  epidemic 
disease  is  the  special  charge  of  an  Adviser  in  Pathology  to 
the  Director-General  of  Medical  Services.  In  addition  two 
officers  appointed  by  the  Director-General  represent  the 
Medical  Research  Committee  of  Great  Britain ; their  duty 
is  to  advise  upon  the  systematic  recording  of  clinical  notes, 
so  that  the  requisite  data  may  be  available  for  general 
medical  statistics  and  for  pension  claims,  and  also  to  secure 
that  the  various  new  types  of  disease  and  injury  seen  in 
this  war  are  made  the  subject  of  specific  study  from  a 
clinical  and  a pathological  point  of  view  by  selected 
officers.  As  comparatively  few  cases  remain  in  the  hos- 
pitals in  F ranee  throughout  their  whole  course,  the  work 
involves  securing  continuance  of  study  of  many  of  the 
cases  on  their  arrival  at  home.  The  aim  in  view  is  to 
secure  that  all  the  data  necessary  for  the  formation  here- 
after of  sound  opinions  as  to  the  medical  lessons  of  this 
war  shall  be  duly  forthcoming. 

As  in  the  various  army  areas,  the  clinical  work  at  each 
base  is  supervised  by  consulting  specialists  in  various 
branches  of  medicine  and  surgery,  and  dissemination  of 
newly  acquired  knowledge  is  secured  partly  by  memo- 
randums issued  from  time  to  time  by  the  Director-General 
of  Medical  Services,  partly  by  meetings  of  medical  societies 
established  not  only  at  the  bases  but  in  the  collecting  zone, 
and  partly  by  publication  of  results  in  the  medical  press. 

The  base  hospitals  are  also  used  as  depots  for  medical 
reinforcements,  officers  newly  arrived  from  home  being 
appointed  to  them,  both  in  order  that  they  may  gain  some 
experience  of  general  routine,  and  also  to  enable  the 
authorities  to  ascertain  their  physical  and  other  aptitudes 
for  work  of  various  orders.  The  younger  men  are  sent 
eventually  to  field  ambulances  and-thonce  to  regiments. 

Overseas  Contingents. 

All  the  great  British  dominions  beyond  the  seas — India 
Australia,  New  Zealand,  Canada,  and  South  Africa — have 
medical  units'  in  the  field,  though  they  are  all  worked  on  the 
same  system  as  units  which  are  strictly  speaking  Royal 
Army  Medical  Corps  units,  and  they  are  all  under  the 
control  of  the  Director-General  of  Medical  Services. 
An  account  of  one  of  these — the  Canadian  Army  Medical 
Corps — written  by  Surgeon -General  Fotheringham  of  that 
corps,  will  be  published  in  an  early  issue.  There  have 
been  one  or  two  hospitals  officered  entirely  by  volunteers 
supplied  by  the  faculties  of  certain  universities  in  the 
United  States  of  America,  and  some  units  working  under 
the  aegis  of  the  British  Red  Cross  Society.  These  also 
have  been  under  the  general  control  of  the  Director- 
General  of  the  British  Medical  Service. 

G ENE  R AT.  A DM  INISTR  ATION. 

In  most  of  the  military  hospitals  in  France  the  ad- 
ministrative work  is  doue  by  permanent  officers  of  the 
Royal  Army  Medical  Corps,  aud  the  bulk  of  the  executive 
work  by  temporary  officers,  who  contract  to  serve  for  the 
year,  but  in  most  cases  renew  their  contracts  as  a matter 
of  course.  For  the  first  eighteen  months  or  more  all  these 
officers  were  volunteers,  but  since  all  men  under  41  are 
now  liable  for  military  service,  a considerable  proportion  of 
those  now  arriving  are  selected  by  civilian  Medical  War 
Committees,  in  response  to  the  demands  of  the  War  Office. 
In  making  the  selection  the  committees  have  regard  not 
only  to  the  fitness  of  the  individual  for  foreign  service,  but 
also  to  the  question  of  his  indispensability  or  otherwise 
from  the  point  of  view  of  the  civil  population  among  which 
he  has  been  practising. 

Intermediate  between  these  two  orders  come  a certain 
number  of  officers  who  have  received  commissions  for  the 


dura'tion  of  the  war,  and  who  are  usually  doing  special 
work  of  some  kind,  and  a large  number  of  Territorial  and 
Special  Reserve  officers.  The  former  are  civilian  medical 
practitioners  who  long  before  the  war  joined  the  volunteer 
body  known  as  the  Territorial  Army  as  medical  officers,  1 
and  by  taking  part  in  annual  exercises  and  in  other  ways  1 
acquired  a general  knowledge  of  military  routine.  The 
Territorial  army  was  mobilized  with  the  Regular  army  A 
on  the  outbreak  of  war,  and  these  Territorial  officers,  « 
belonging  as  they  did  to  regiments  aud  field  ambulances,  j- 
were  at  first  to  be  found  almost  exclusively  in  the  front 
line  formations,  but  many  of  them  now  hold  administrative 
positions  and  posts  as  divisional  medical  officers  of  hos-  l«<f 
pitals.  The  Special  Reserve  officers  are  usually  young  j.- 1 
men  who  before  the  war  undertook  to  serve  in  the  Royal 
Army  Medical  Corps  if  required,  and  meantime  went  8 
through  a course  of  three  months’  training,  receiving  a | 
small  retaining  fee  in  respect  of  each  year  their  names  js 
were  kept  on  the  roll. 

The  nursing  staff  is  drawn  from  an  equally  large  number  I 
of  sources.  Some  belong  to  the  Regular  army,  others  to  I 
the  hospitals  which  in  peace  nominally  form  part  of  the  t 
Territorial  army,  others  are  nurses  who  in  peace  work  ? 
independently,  and  many  come  from  the  overseas  1 
commonwealths. 

The  great  variety  in  the  components  of  the  R.A.M.C.  is  II 
a source  of  strength,  since  it  ensures  the  inclusion  of  men  ■ 
of  varied  talents  and  representative  of  special  knowledge  1 
of  all  branches  of  medicine  and  surgery.  The  whole  corps  1 
is  administered  in  a spirit  which  secures  unity  of  effort  f 
among  men  of  different  mental  constitution  and  previous  j 
experience,  yet  without  trammelling  individuality  by  the  : 
imposition  of  other  than  necessary  rules  and  regulations.  1 
It  is  to  this  that  is  mainly  to  be  attributed  the  successful  j 
working  of  the  Royal  Army  Medical  Corps  in  France,  but  j 
material  assistance  has  also  been  derived  from  the  i 
sympathy  extended  towards  all  medical  affairs  for  the 
benefit  of  the  troops  by  the  Commander-in-Chief. 


SEA  TRANSPORT. 

The  motor  convoys  at  the  front  are  army  units,  but  the 
ambulance  cars  by  which  patients  are  taken  from  the  base 
hospitals  for  shipment  to  England  are  maintained  by  the 
British  Red  Cross  Society,  and  at  some  bases  are  driven 
by  women.  As  not  all  the  bases  are  at  a port,  a short 
journey  in  an  ambulance  train  sometimes  intervenes 
between  a patient’s  departure  from  a base  hospital  and  his 
embarkation. 

The  embarkation  medical  officer  is  informed  day  by  day 
as  to  how  many  patients  are  waiting  shipment,  and  the 
proportion  of  lying  to  walking  cases,  and  as  soon  as  a ship 
is  ready  notifies  each  hospital  concerned  how  many  patients 
of  each  kind  he  can  accommodate.  Arrived  at  the  quay- 
side, the  ambulances  are  uuloaded  under  the  supervision 
of  the  embarkation  medical  officer,  and  as  each  case 
reaches  the  deck  it  is  assigned  a position  on  board  accord- 
ing to  its  nature.  Swing  cots  are  used  for  the  severer 
cases,  since  they  can  be  approached  from  both  sides,  and 
to  the  less  severe  are  assigned  berths  arranged  in  tiers. 
On  long  voyages  walking  cases  are  also  given  berths,  but 
on  short  ones  they  are  allowed  to  sit  or  stroll  about  as 
they  please  as  soon  as  each  man  lias  been  clad  in  a life- 
jacket. The  next  step  generally  is  the  serving  of  a meal 
and  the  distribution  of  cigarettes. 

Meantime  the  lying-down  cases  are  being  treated  as 
if  they  were  still  in  a hospital  on  land,  for  every  hospital 
ship  has  a staff  of  surgeons  and  nurses  aud  all  the  equip- 
ment necessary  for  hospital  work.  All  hospital  ships  have 
previously  been  passenger  vessels,  and  the  necessary  room 
for  wards  is  provided  partly  by  re-equipping  the  dining  and 
other  saloons  for  their  new  use,  partly  by  clearing  the 
lower  decks  of  cabins.  Lifts  are  provided  for  moving 
patients,  and  the  vessels  are  painted  white,  with  a green 
band  painted  from  stem  to  stern  with  a red  cross  painted 
in  the  middle.  At  night  there  is  a long  row  of  red  and 
green  lights  along  the  taffrail  on  both  sides. 


HOME  HOSPITALS. 

Arrived  at  the  port  of  destination  the  patients  are 
received  by  a disembarkation  medical  officer  and  his  staff, 
who  have  been  warned  by  wireless  telegraphy  of  the 
number  of  patients  on  board,  and  have  caused  to  be 
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brought  up  to  the  quay-side  the  requisite  number  of 
hospital  trains ; these  trains  are  then  loaded  rapidly  Jby 
Stretcher-bearer  parties  and  dispatched  to  different  parts 
of  Great  Britain. 

The  more  serious  cases  are  usually  sent  to  hospitals  in 
■ the  neighbourhood  of  London  or  the  great  provincial 
towns.  Some  of  the  larger  institutions  are  military 
)j  I hospitals  which  existed  before  the  war,  but  the  great 
majority  have  been  specially  created.  Some  of  these, 

. however,  previously  had  a nominal  existence  as  Terri- 
mltorial  hospitals,  it  being  part  of  the  system  of  the  Terri- 
reltorial  Force  that  at  each  local  centre  the  larger  civil 
s- 1 hospitals  should  undertake  to  open  if  required  a military 
if  I hospital  officered  by  medical  men  selected  from  their  own 
ail  staffs.  The  officers  thus  selected  were  given  commissions 
Dili  la  suite  in  the  medical  department  of  the  Territorial 
a I Force.  Apart  from  large  military  hospitals  of  this  and 
es  I Dther  kinds,  including  some  maintained  by  the  British  and 
other  Red  Cross  societies,  a considerable  proportion  of  all 
erpivil  hospitals  now  have  arrangements  for  the  reception  of 
to  I military  patients  who  are  treated  by  the  civilian  staffs 
ie  I attached  to  these  hospitals. 

k I:  All  the  larger  hospitals  have  special  departments  for 
is  oatients  whose  successful  treatment  involves  knowledge  of 
one  or  other  of  the  special  branches  of  medicine  and 
is  surgery.  There  are  also  very  numerous  convalescent 
m lomes,  and  the  orthopaedic  hospitals  described  by  Dr. 
;e  I John  Mackenzie  (British  Medical  Journal,  May  26tli, 
is  L917,  p.  669  et  seq.).  Finally,  there  are  numbers  of  camps 
it  so  which  are  sent  men  who  it  is  expected  will  recover  their 
is 
ie 


fitness  for  active  service  when  they  have  undergone 
remedial  exercises  of  various  kinds  and  a general  physical 
training. 

The  duty  of  seeing  that  an  adequate  number  of  hospitals 
for  military  patients  are  maintained  in  Great  Britain,  as 
also  that  of  providing  the  reinforcements  and  stores  re- 
quired for  the  medical  work  of  the  armies  in  France,  the 
Balkans,  Mesopotamia,  India,  East  Africa,  and  elsewhere, 
appertains  to  the  Director  General  of  Army  Medical 
Services  in  London,  a post  filled  since  November,  1914,  by 
Surgeon- General  Sir  Alfred  Keogh.  He  had  held  the  same 
office  some  years  previously,  and  returned  to  it  in  order  to 
allow  the  actual  occupant  of  the  post,  Surgeon- General  Sir 
Arthur  Sloggett,  to  take  up  work  which  it  was  realized 
would  be  of  weekly  increasing  importance  and  for  which 
his  talents  and  experience  seemed,  and  have  abundantly 
since  proved,  specially  to  fit  him — namely,  the  control  of 
the  medical  affairs  of  the  British  armies  in  France.  It  is 
on  the  arrangements  of  these  armies  that  this  description 
of  the  work  of  the  Royal  Army  Medical  Corps  is  chiefly 
based. 

So  far  as  the  British  people  is  concerned  the  work  of  the 
Royal  Army  Medical  Corps  has  given  the  greatest  satis- 
faction, and  it  is  believed  that  after  the  war,  when  details 
become  known  to  those  capable  of  assessing  its  more 
scientific  aspects,  it  will  be  acknowledged  that  the  corps 
has  taken  full  advantage  of  opportunity  offered  for  ad- 
vancing precise  knowledge  of  medicine  and  surgery  as 
well  as  of  means  of  handling  vast  numbers  of  sick  and 
wounded  men. 


SERVICE. 
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The  adage,  “ Cast  thy  bread  upon  the  waters,  and  thou 
ie  dialt  find  it  after  many  days,”  had  never  truer  exempli- 
>e  ication  than  in  the  relations  found  existing  in  this  great 
ie  war  of  all  the  ages  between  the  R.A.M.C.  and  the  Canadian 
n A.M.C.  The  latter  is  the  lusty  progeny  of  the  former,  and 
ft  well  pleased  that  the  physique  and  lineaments  of  the 
s parent  can  be  seen  in  the  child.  In  all  matters  of  present- 
is  lay  organization,  equipment,  and  even  uniform,  the  two 
services  are  closely  homologated  and  interchangeable. 
But  in  spirit,  and  sympathy,  and  attainments,  and  just 
ie  I ind  generous  emulation  their  relations  are  more  fraternal 
ip  1 than  parental. 

is  j During  the  somewhat  troubled  years  which  followed  in 
British  North  America  after  the  rebellion  of  the  American 
hi  i colonies  the  British  troops  who  helped,  as  in  the  war  of 
*|  1812-1815,  to  safeguard  the  feeble  settlements  of  Nova 
1 Scotia,  Lower  Canada,  and  Upper  Canada,  had  their 
i medical  officers — army  doctors  as  they  were  known.  Not 
dll  few  of  these  well-trained  men  left  the  service  to  settle 
s.J  lown  to  practice  in  Canada,  and  in  most  cases  at  once 
secured  a commanding  professional  position  in  the  new 
- lomiuunity.  Their  superior  education  and  good  social 
position  gave  to  many  of  them  great  influence  with  the 
luthorities,  especially  in  Upper  Canada— now  Ontario — 
ind  this  influence  was  always  exerted  in  favour  of  sound 
is  legislation  on  all  matters  pertaining  to  education,  both 
general  and  professional.  The  provinces  were  thus  from 
the  outset,  to  a very  large  extent,  protected  from  the 
e ' svils  of  free  and  unlicensed  medical  practice,  from  which 
h i the  United  States  are  only  now  with  much  effort  and 
d j lelay  beginning  to  shake  themselves  free.  British  ideals 
ie  j m both  teaching  and  practice  have  in  the  main  prevailed 
,o  j everywhere  in  Canada,  the  precedent  and  example  of  the 
q ; medical  legislation  in  the  older  provinces  being  closely 
followed  in  the  newer  as  they  were  organized,  so  that  all 
i j the  medical  faculties  in  Canada  have  always  drawn  their 
inspiration,  neither  from  American  nor  German  sources, 
but  from  the  great  schools  of  London,  Edinburgh,  and 
Dublin. 

With  this  heritage,  nothing  could  be  more  natural  and 
legitimate  than  that  the  Canadian  Army  Medical  Service 
should  both  give  and  get,  in  this  time  of  sore  trial  for  all 
,e  | British  hopes  and  ideals,  absolute  mutual  co-operation  and 
goodwill  in  its  relations  with  the  Royal  Army  Medical 


Corps  and  Service.  The  opportunity  of  comradeship  and 
common  service  m the  stricken  field  and  in  the  cause  of 
empire  and  civilization  is  keenly  realized  and  most  highly 
prized  by  all  ranks. 

The  intimacy  between  the  two  services  is  evidenced  by 
the  circumstance  that  many  scores  of  Canadian  graduates 
hold  temporary  commissions  in  the  R.A.M.C.,  and  the  value 
of  their  services  is  freely  acknowledged  by  their  fellow 
officers.  Furthermore,  the  Canadian  laboratory  man  has 
been  given  his  chance  and  has  made  good  in  both  British 
and  Canadian  laboratories  in  the  field,  and  the  friendly 
rivalry  and  hearty  good  comradeship  of  their  work  has 
gone  far  to  make  permanent  for  all  time  the  good  relations 
which  are  and  can  be  based  only  upon  mutual  respect. 
One  dreams  of  the  day  when  the  degree  or  licence  of 
any  reputable  faculty  in  the  empire  may  run  and  be 
recognized  as  valid  in  all  the  parts  of  the  empire. 

A summary  of  the  activities  of  the  C. A.M.C.  may  be 
made  under  the  three  topics  : 

1.  Preventive  medicine ; 

2.  Clinical  progress  in  medicine  and  surgery ; and 

3.  Laboratory  and  research  work. 

Preventive  Medicine. 

With  reference  to  preventive  medicine  the  two  out- 
standing features  of  the  situation  are : 

(a)  Preventive  inoculation. 

( b ) Sanitary  control  in  the  field. 

(a)  Preventive  Inoculation. 

On  the  Western  front,  where  most  of  the  Canadian 
medical  troops  have  been  employed,  this  has  been  mainly 
against  the  typhoid  group,  small-pox,  and  tetanus. 

The  percentage  of  inoculated  men  as  regards  the  first 
two  runs  very  high,  practically  100  per  cent.,  as  the  con- 
scientious objector  is  not  recognized  by  the  Canadian 
authorities  and  legitimate  means  have  been  found  for  over- 
coming the  objections  of  the  very  few  who  were  at  first 
disinclined  to  submit. 

Antitetanic  serum  ha^  been  administered  in  all  main 
dressing  stations  to  all  wounded,  and  latterly  to  trench 
foot  cases,  at  the  time  of  their  admission,  the  dose  being 
entered  on  field  medical  card  and  in  the  admission  and  dis 
charge  book.  The  dose  has  been,  as  a rule,  1,500  units. 
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The  serum  lias  been  to  a large  extent,  but  not  exclusively, 
obtained  from  the  Canadian  lied  Cross  Society,  and  is  that 
manufactured  in  the  laboratories  of  the  University  of 
Toronto  through  the  thoughtful  provision  of  a wealthy 
benefactor  there.  The  regular  source  of  supply  through 
the  advanced  depots  of  medical  stores  has  also  been  drawn 
upon.  Comparisons  and  results  are  not  available  as  yet, 
but  there  is  no  doubt  in  the  minds  of  all  in  a position 
to  judge  that,  as  a preventive  measure,  the  procedure  is 
proved  to  be  indispensable. 

The  same  remark  holds  true,  if  possible  more  positively, 
with  regard  to  antityphoid  inoculation.  When  regard  is 
had  to  the  practical  absence  of  true  typhoid  and  to  the 
extraordinarily  low  incidence  of  the  other  diseases  of  the 
enteric  group  on  the  one  hand,  and  to  the  universal  con- 
tamination of  the  water  supply  by  the  colon  group  on  the 
other,  one  may  truly  say  that  a new  chapter  may  now  be 
written  in  the  history  of  military  medicine,  and  that  the 
world  at  large  owes  to  Sir  William  Leisliman  and  the 
It. A.M.C.  a debt  which  it  can  never  repay  ; and  it  should 
not  be  forgotten  that  the  millions  of  men  now  in  the  war 
zone  and  far  from  their  accustomed  strains  of  enteric 
infection  represent,  without  inoculation,  virgin  soil  for  the 
ravages  of  the  disease. 

Small  pox  has  been  practically  non-existent  among  the 
Canadian  troops,  as  each  man  signs  in  his  attestation 
papers  an  undertaking  to  undergo  vaccination,  which  is 
universal. 

Dysentery  has  occurred  in  a slight,  sporadic  form,  but 
not  as  either  epidemic  or  endemic.  Such  cases,  even 
though  only  suspected,  are  sent  to  a special  hospital  in 
each  army  direct  from  the  field  ambulance,  admitting  by 
motor  ambulance  convoy  car. 

(b)  Sanitary  Control  in  the  Field. 

The  two  important  parts  of  this  many-sided  problem  are 
water  control  and  disposal  of  waste.  The  organization 
necessary  is  briefly  as  follows: 

1.  Battalion  and  unit  sanitary  sections,  specially  detailed 
and  trained  by  unit  medical  officers  and  employed  under 
their  direction.  Responsibility  rests  with  each  O.C.  for 
his  own  lines,  the  M.O.  acting  as  adviser. 

2.  Divisional  sanitary  section  under  a specially  qualified 
medical  officer,  who  is  also  divisional  sanitary  officer,  under 
command  of  A.D.M.S.  of  Division,  reporting  to  him,  and 
employing  the  other  ranks  of  his  unit  as  inspectors  over 
the  whole  area  occupied  by  the  Division  with  reference  to 
water  supply,  disposal  of  waste,  and  conservancy  arrange- 
ments of  every  sort. 

The  opinion  has  been  steadily  growing  that  for  the  semi- 
siege type  of  warfare  so  far  prevailing  on  the  Western 
front,  too  frequent  moves  of  these  divisional  sanitary  sec- 
tions detract  seriously  from  their  usefulness,  and  that  they 
should,  within  limits,  be  made  more  permanently  respon- 
sible for  the  areas  with  which  they  have  become  familiar, 
after  the  manner  iu  which  town  majors  and  camp  com- 
mandants are  employed. 

With  respect  to  the  protection  of  the  water  supply,  in 
addition  to  the  supervision  maintained  by  the  divisional 
sanitary  sections,  which  is  good,  the  Canadian  corps  has  in 
action  a water  patrol.  This  patrol  places  a second  check 
upon  the  chlorination  of  water. 


Experience  has  shown  that  a water  which  gives  a good 
reaction  for  the  presence  of  free  chlorine  half  an  hour  after 
the  addition  of  chloride  of  lime  can  be  considered  a safe 
water.  The  requisite  amount — 1 gram  (1  scoop),  or  more, 
to  110  gallons  (the  capacity  of  the  water-cart) — is  gauged 
bytesting  at  frequent  intervals  during  the  day,  the  amount 
varying  according  to  the  organic  content  of  the  water. 
Small  cases  sire  supplied  to  the  British  Expeditionary 
Force,  whereby  sanitary  or  regimental  medical  officers  may 
so  test  water  and  establish  the  amount  of  chloride  of  lime 
necessary  to  produce  sterilization.  Mobile  laboratories  are 
available  to  examine  and  give  any  information  on  request. 
Muddy  water  must  first  be  filtered,  otherwise  sterilization 
will  not  be  complete,  the  chloride  of  lime  failingto  penetrate 
to  the  centre  of  particles  of  mud. 

Water  patrols,  covering  a Canadian  corps  area,  are  in 
charge  of  an  officer  under  the  “ Q ” Branch.  A survey  is 
made,  maps  prepared,  aud  information  collected.  The 
corps  area  is  then  subdivided  into  patrol  sections,  each 
section  being  patrolled  by  one  N.C.O.  and  five  men 
(permanent  base).  The  duties  of  these  patrols  are  as 
follows  : 

(a)  To  see  that  rivers,  streams,  ponds,  wells,  and  springs 
are  not  polluted. 

(b)  To  see  that  no  washing  and  no  watering  of  horses 
are  done  at  any  but  authorized  points. 

(c)  To  see  that  no  material  connected  with  the  corps 
water  system  is  destroyed  or  removed  without  corps  or 
divisional  orders. 

(d)  To  visit  daily  each  of  the  water  tanks,  stand-pipes, 
etc.,  where  water  earts  are  filled,  colleeting  the  daily 
report  from  the  “ divisional  control  ” in  charge. 

Divisions  are  responsible  that  all  orders  regarding 
chlorination  and  “ water  details”  are  carried  out,  and  also 
all  instructions,  such  as  those  mentioned  in  paragraph  (6). 
Any  unit  not  complying  with  instructions  regarding  water 
supply  is  reported  by  the  water  patrols  to  the  water  patrol 
officer,  but  this  does  not  relieve  divisions  from  their 
responsibility  for  seeing  that  all  instructions  are  carried 
out.  Where  a unit  is  reported  to  the  water  patrol  officer 
a report  is  forwarded  to  the  division  concerned.  Should 
the  same  unit  be  reported  a second  time,  a report  is  for- 
warded to  corps  head  quarters.  Men  belonging  to,  or 
attached  to,  the  divisional  sanitary  sections  are  Aletailed 
as  “ water  controls  ” by  the  O.C.  sanitary  sections  for  all 
authorized  supplies  in  the  divisional  area.  These  water 
controls  keep  a “daily  tank  report”  in  triplicate,  which 
sets  forth  the  condition  of  carts  drawing  water,  condition 
of  lime,  etc.  A copy  of  these  reports  is  forwarded  daily  to 
the  divisional  sanitary  officer,  one  copy  to  water  patrol 
officer,  and  one  copy  is  retained  as  record  by  the  water 
control.  The  divisional  sanitary  officer  is  responsible 
that  the  necessary  steps  are  taken  to  prevent  a recur- 
rence. The  O.C.  water  patrols  summarizes  these  daily 
tank  reports  once  a week ; a copy  of  this  is  sent  to  the 
D.D.M.S.  A record  is  thus  kept. 

Other  matters  pertaining  to  the  water  supply  are  also 
reported  to  the  D.D.M.S.,  and  thus  the  medical  services 
work  in  conjunction  with  the  other  branches  to  maintain 
as  adequate  and  good  a supply  of  drinking  water  as 
possible. 


Fig.  2. — Advanced  Dressing  Station.  Accommodation,  40  cases.  This  dressing  station  is  situated  in  an  old  sunken  road,  and  is 
fragment-proof.  A siding  has  been  placed  in  front  of  the  station  for  hospital  tram-cars,  and  a shelter  has  been  built  in  the  cut  bank  for 
the  mules  used  in  hauling  tram-cars. 


The  incidence  of  water-borne  diseases  in  the  Canadian 
corps  has  been  low,  and  it  may  be  said  has  only  occasioned 
anxiety  when  conditions  were  such  as  to  interfere  with, 
or  prevent,  the  maintenance  of  those  measures  which  have 
been  indicated  above. 

Reference  should  be  made  to  the  very  important  topic 
of  baths  and  laundries.  In  most  British  divisions  it  is 
understood  that  these  establishments  are  under  the  control 
and  administration  of  the  A.D.M.S.  for  the  “A  and  Q” 
branch  of  the  staff..  In  the  Canadian  divisions  the 
practice  has  been  to  relieve  the  medical  service  of  this 
responsibility  and  to  place  in  charge  a capable  business 
man  who  is  an  officer  seconded  from  his  unit  to  the  staff 
of  the  division.  This  has  given  excellent  results,  and 
would  seem  to  be  less  wasteful  of  the  special  training 
of  the  medical  officers,  though  close  co-operation  always 
exists  between  the  A.D.M.S.  and  the  officer  in  charge  of  baths 
and  laundries  through  the  A. A.  and  Q.M.G.  The  Foden- 
Thresli  lorry  disinfector,  for  instance,  which  is  on  charge 
to  the  sanitary  section  and  under  the  control  of  the 
A.D.M.S.,  is  kept  in  operation  at  the  divisional  baths,  where 
the  men  exchange  their  soiled  clothing  for  fresh.  Ordnance 
by  arrangement  makes  issue  of  socks  and  underwear 
through  the  baths  officer. 

Clinical  Progress  in  Medicine  and  Surgery. 

The  barest  reference  alone  is  possible  to  so  wide  a 
subject ; a few  topics  of  interest  have  been  selected. 

1.  Injuries  and  Diseases  of  the  Lung. 

In  a general  way  we  have  come  to  a set  method  of 
treating  wounds  of  the  lung,  which  usually  reach  the  base 
hospital  not  earlier  than  the  fifth  day  after  infliction.  Gun- 
shot wounds  rarely,  shell  wounds  frequently,  are  com- 
plicated. Haemotliorax  is  usually  demonstrable,  and  the 
history  of  haemoptysis  is  generally  present.  The  rapidity 
with  which  blood  is  spat  up  after  wounding  depends  on 
whether  the  upper  or  lower  part  of  the  lung  is  wounded, 
the  haemorrhage  being  most  prompt  in  the  case  of  the 
former.  Fever  is  usually  present  in  the  earlier  days,  often 
disappearing  by  the  sixth  or  seventh  day.  When  the  fever 
continues  we  draw  off  blood  from  the  pleura  for  the  pur- 
pose of  culture  ; such  cultures  usually  prove  sterile.  As  a 
usual  thing  we  draw  off  by  aspiration  the  blood  about  the 
tenth  day ; sometimes  the  blood  so  drawn  off  is  replaced 
in  a few  days  by  effusion,  so  that  subsequent  aspirations 
may  need  to  be  made.  The  blood  so  drawn  off  is  some- 
times replaced  by  oxygen,  the  outflow  of  blood  and  the 
inflow  of  oxygen  being  made  through  separate  needles  at 
the  same  time.  Of  late  we  have  not  felt  so  keenly  the 
necessity  for  the  use  of  oxygen ; our  idea  was  that  the 
replacement  allowed  a less  chance  of  disturbance  of  the 
bulk  of  the  lung,  with  consequent  haemorrhage.  An  un- 
complicated case  is  fit  to  travel,  we  judge,  about  the 
thirteenth  or  fourteenth  day.  The  possibility  of  seasick- 
ness and  vomiting  is  the  chief  reason  against  allowing 


cases  to  travel  at  an  earlier  date,  as  the  repair  of  the  lung 
wound  seems  to  be  relatively  slow. 

With  shell  wounds  of  the  lung,  and  in  cases  where  the 
foreign  body  remains  in  the  chest  cavity,  no  set  method  of 
treatment  is  possible.  The  x rays  and  the  fluoroscopic 
screen  are  used  to  the  fullest  extent  in  all  these  cases ; a 
certain  small  percentage  of  patients  with  foreign  body  are 
found  amenable  to  early  operation  with  removal.  The 
relative  infrequency  of  infection  of  the  pleural  blood  is 
remarkable.  I have  personally  seen  only  two  cases  of  gas 
infection  of  the  pleural  blood,  both  of  which  recovered.  A 
number  of  other  infections  by  large  bacilli,  which  might 
have  been  gas  bacilli,  but  were  not  certainly  so,  have  been 
treated  as  empyema  and  drained,  and,  so  far  as  we  know, 
with  recovery  in  all  cases. 

In  a winter  such  as  1916-17,  there  was  a great  preva- 
lence of  infection  of  the  respiratory  tract,  including 
pneumonia,  but  it  is  remarkable  how  little  prevalent 
lobar  pneumonia  has  been.  Severe  cases  of  bronchitis, 
tracheitis,  and  laryngitis  are  common,  and  loss  of  the 
speaking  voice  is  very  often  seen.  It  is  difficult  to 
distinguish  mild  bronchopneumonia  from  severe  cases  of 
bronchitis,  and  the  presence  of  pneumococcus  is  in  no 
sense  diagnostic,  as  most  cases  show  it  to  be  present.  The 
diagnosis  has  to  be  made  on  clinical  grounds,  and  most 
frequently  a high  degree  of  physical  disturbance,  con- 
tinued high  fever,  and  the  presence  of  blood  streaks,  blood 
or  rose  colour  in  the  sputum,  is  used  to  determine  the 
diagnosis  in  favour  of  bronchopneumonia. 

A tendency  to  extension  of  the  disease  from  one  part  of 
the  lung  to  another  at  different  times  in  the  course  of  the 
malady  is  remarkable,  so  that  sometimes  patients  are  ill 
for  weeks,  with  apparent  extensions  of  the  disease  ; the 
final  chart  of  such  a patient  looks  like  a typhoid  fever 
chart;  so  true  is  this,  that  in  many  cases  we  have  been 
compelled  to  make  agglutination  tests  for  typhoid  and 
paratyphoid  fever,  with  almost  constantly  negative  results. 
The  absence  of  sunny,  clear  weather  in  winter  in  the 
northern  parts  of  France  seems  to  be  responsible  for  the 
slow  convalescence  of  many  patients  suffering  from  disease 
of  the  respiratory  tract. 

2.  Continued  Fevers  (or  “ P.TJ.O."  Cases). 

Considering  the  cases  of  continued  fever  (or  “pyrexia 
of  unknown  origin  ”)  coming  to  the  hospital,  it  becomes 
necessary  to  divide  them  into  the  constituent  diseases — 
namely,  typhoid  and  paratyphoid  fevers,  so-called  trench 
fever,  and  other  less  specific  infections.  Since  the  whole 
army  is  inoculated,  the  clinician  is  no  longer  able  to 
determine  on  clinical  grounds  whether  a case  of  continued 
fever  be  typhoid,  paratyphoid,  or  another.  The  classical 
signs  of  enlarged  palpable  spleen,  rose  spots,  etc.,  are  too 
often  absent.  A dirty  tongue  implies  gastro-intestinal  dis- 
turbances but  is  in  no  wise  specific.  The  old-fashioned 
Widal  test  is  useless  because  it  is  positive  by  reason  of 
inoculation.  It  therefore  becomes  necessary  to  make  a 
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quantitative  agglutination  test,  which  is  done  in  series; 
this  is  done  at  intervals  of  not  less  than  four  days,  and 
the  positive  diagnosis  of  typhoid  or  paratyphoid  “A ” or 
“ B ” may  be  possible  by  observing  that  there  is  an 
agglutination  curve  and  not  a stable  agglutination  line. 
From  this  it  will  be  inferred  that  a diagnosis  is  sometimes 
made  by  a quantitative  fall  in  agglutination  power  as  well 
as  by  a rise,  the  fall  or  rise  depending  upon  the  phase  in 
agglutination  power  which  the  blood  shows  at  the  time  it  is 
taken.  No  longer  is  the  typical  typhoid  temperature  chart 
to  be  seen.  Regular,  more  or  less  continued  fever,  or  even 
an  acutely  relapsing  fever  is  to  be  seen;  patients  belonging 
to  this  group  show  very  frequently  myalgic  pains,  pains  in 
the  neck,  pains  in  the  thighs,  pains  in  the  shin  bones,  so 
that  a diagnosis  of  the  so-called  trench  fever  upon  clinical 
grounds  becomes  as  difficult  as  a diagnosis  of  typhoid  and 
paratyphoid  fever.  All  the  cases  admitted  into  one  base 
hospital  during  a certain  period  last  winter  with  the  pro- 
visional diagnosis  of  pyrexia  of  unknown  origin — that  is  to 
sav.  cases  which  were  clinically  transient  pyrexias  with 
no  symptoms  beyond  the  elevation  of  temperature  and 
malaise — were  examined  bacteriologically,  and  it  was 
demonstrated  that  68  per  cent,  were  typhoid  or  para- 
typhoid. Blood  cultures  and  examinations  of  the  stools 
for  typhoid  and  paratyphoid  fever  were  singularly  use- 
less. During  the  winter  150  cases  suspected  of  typhoid 
or  paratyphoid,  whose  stools  were  examined  three  times 
in  succession,  gave  no  positive  result  on  any  occasion. 


In  other  cases,  again,  when  the  foreign  body  will  not 
vibrate,  or  has  possibly  changed  its  position  in  the  soft 
parts  since  the  ar  ray  picture  was  taken  (and  this  is  notably 
so  with  foreign  bodies  in  joints),  we  operate  under  the 
fluoroscopic  screen. 

It  should  be  borne  in  mind  that  practically  all  the 
stationary  and  general  hospitals  sent  by  Cauada  have  come 
from  the  medical  faculties  of  the  universities.  A list  of 
these  it  would  not  at  the  present  juncture  be  wise  perhaps 
to  publish,  but  the  fact  that  each  one  includes  in  its 
personnel  the  selected  specialists  and  teachers  in  all 
branches  of  medicine  and  surgery  from  every  medical 
faculty  in  the  country,  ensured  from  the  outset  a very 
high  standard  of  professional  efficiency.  In  addition, 
effective  military  administration  has  in  most  cases  been 
secured,  as  in  most  of  the  universities  there  were 
medical  men  of  military  experience,  both  in  the  militia 
and  in  the  South  African  war,  and  in  the  Canadian 
permanent  service. 

It  is  no  improper  divulging  of  official  secrets  to  say  that, 
both  in  the  Mediterranean  area  and  in  France,  the  highest 
army  medical  authorities  state  that  they  have  found  these 
Canadian  units  second  to  none  in  the  whole  service.  Their 
facilities  for  good  service,  too,  are  enhanced  by  the  posses*; 
sion  in  several  instances  of  largo  funds  subscribed  by  the 
friends  of  their  universities  at  home  for  additions  to  their 
equipment  and  supplies. 


3.  Methods  of  Localizing  Foreign  Bodies. 

A large  percentage  of  the  work  done  in  an  operating 
room  of  a base  hospital  in  war  time  consists  in  the  re- 
moval of  foreign  bodies.  It  is  essential  that  this  should 
be  done  with  the  least  possible  amount  of  traumatism,  and 
this  means  that  the  position  of  the  foreign  body  should  be 
definitely  known  before  the  operator  begins  to  work.  The 
localization  of  these  foreign  bodies  becomes  therefore 
almost  an  art  in  itself,  and  the  development  of  that  art — if 
one  may  so  call  it — in  the  course  of  this  war  would  be  per- 
fectly amazing  to  a civil  surgeon.  It  is  proposed,  thex-efore, 
to  give  as  briefly  as  possible  an  account  of  the  different 
methods  used  to  locate  accurately  any  foreign  body. 

For  foreign  bodies  of  known  dimensions — for  exaixiple, 
rifle  bullets  and  shrapnel  balls — a Canadian  radiographer, 
Captain  A.  Howard  Pirie,  has  devised  a very  ingenious 
scale,  based  upon  the  fact  that  the  shadow  of  the  t'oi'eign 
body  increases  in  size  as  the  plate  is  i-emoved  farther 
from  the  body.  Suppose,  then,  the  plate  to  be  in  contact 
with  the  skin,  all  that  one  has  to  do  is  to  measui-e  the 
size  of  the  skiagram  of  the  foreign  body,  and  compare  it 
with  the  scale,  which  will  at  once  indicate  the  depth  from 
the  skin  surface  of  the  foreign  body.  A reference  to  the 
cross  section  atlas  will  then  at  once  give  one  the  position 
of  the  foreign  body. 

The  Mackenzie  Davidson  method,  by  triangulation,  of 
localizing  the  depth  of  a foreign  body  from  a mark,  placed 
previously  upon  the  skin,  is  in  constant  use  for  all  foreign 
bodies,  such  as  pieces  of  shell,  which  are  of  unknown  size. 

If  there  is  reason  to  believe,  after  measuring  the  depth 
of  the  foi-eigu  body  and  coixxparing  it  with  the  atlas,  that 
the  foreign  body  is  in  the  thorax  or  the  abdomen,  a stereo- 
scopic view  is  then  taken  and  the  location  of  the  body  is 
easily  determined  by  looking  into  the  adjustable  stereo- 
scopic  apparatus. 

As  aids  in  the  opeiating-ioom,  we  place  first  the  large 
electro-magnet  bearing  the  name  of  Bcrgonie  of  Pafis.  By 
its  use  caix  do  determined  the  exact  position  of  all  electi'o- 
magnetic  substances,  and,  fortunately,  German  bullets  ai-e 
electro-magnetic,  whilst  the  Euglisli  and  French  bullets 
ai-e  not.  Even  when  these  bodies  are  deeply  situated,  and 
their  vibration  cannot  readily  be  made  out  by  the  hand,  it 
can  easily  be  heard  by  the  stethoscope,  placed  on  the  skin 
opposite  the  electro-ixxagnet.  A sound,  very  like  a steam- 
boat whistle,  indicates  the  nearest  point  to  the  foi-eign 
body,  and  the  skin  is  marked  at  that  point.  In  the  case  of 
non-magnetic  foreign  bodies,  such  as  lead,  bi'ass,  and 
nickel,  or  in  the  case  where  a magnetic  foreign  body  is 
embedded  iu  bone,  and  therefore  cannot  vibrate,  we  have 
recourse  to  the  use  of  the  telephone  probe  or,  rather, 
forceps.  This  is  of  gi-eat  assistance  in  locating  the  foieign 
body,  either  in  the  soft  tissues  or  in  the  bone,  and  enables 
us  to  extract  it  with  a minimum  of  damage  to  the  tissues. 


Laboratory  and  Research  Work.  

The  third  main  topic  suggested  at  the  outset  of  this! 
article  was  laboratory  and  research  work.  Again,  figures J 
and  statistics  may  not  be  given;  and  iu  any  case  could  bel 
as  yet  only  partial.  But  valuable  work  lias  been  done  by f 
Canadian  workers,  both  in  Canadian  mobile  labox-atoriesl 
and  in  collaboration  in  British  units,  in  Britain,  in  France, | 
and  in  the  Meditei-ranean. 

An  enormous  volume  of  work  has  been  done  also  as  part 
of  the  daily  routine  of  the  genei’al  and  stationary  hospitalsJ 
which  requires  time  for  the  making  of  generalizations.1 
Special  researches  of  which  one  has  heard  have  lx  cal 
made  upon  continued  fevers,  pyrexias  of  unknown  origin,! 
nephritis,  trench  fever,  stomatitis,  meningitis,  and  epidemic| 
jaundice. 

Dental  Services. 

No  account  of  the  work  of  the  C.A.M.C.  would 
adequate  which  failed  to  recognize  the  good  work  of  thej 
dental  officers. 

The  dental  profession  in  Canada  is  entirely  distinct  fron 
the  medical  in  l'espect  of  both  training  and  control^ 
There  are  separate  Acts  of  Parliament  for  each  of  ffl 
professions  in  all  the  provinces.  It  may  be  that  these  cir-j 
cuinstances  underlay  the  decision  of  the  late  Minister 
Militia  to  establish  a separate  Canadian  Army  I)ental{ 
Corps.  Members  of  the  dental  corps  are  posted  one 
each  field  ambulance  in  the  field,  and  to  each  casufl^^ 
clearing  station  and  stationary  and  general  hospital.  H 
addition,  there  is  a corps  dental  laboratory,  wlieii 
artificial  dentures  are  made  and  repaired  with  very  little 
loss  of  time  or  delay,  such  as  was  the  case  when  tlier 
was  no  laboratory  nearer  than  the  base  in  France, 
loss  of  military  time  from  dental  causes  has  been  reduc 
to  a minimum. 

Apart  from  the  value  of  their  px-ofessional  services  to  the! 
troops  at  tile  front,  w hieli  cannot  be  overstated,  the  dentMr 
officers  with  field  ambulances  take  their  full  share  of 
military  duty  in  their  units,  on  the  same  footing  as  tn 
medical  officers,  and  have  thus  still  further  proved  theq 
indispensability.  “ 

In  France  the  dental  service  has  been  placed  conn 
pletely  under  the  medical  service,  as  it  was  realized  thalj 
only  one  channel  would  bo  permitted  for  which  a maiy 
might,  for  reasons  connected  with  health,  be  allowe 
to  escape  duty.  The  arrangement  has  been  completely 
effective  and  satisfactory  to  both  dental  and  medica 
officers. 

The  thanks  of  the  writer  are  due  for  their  collaboration  in  tha 
production  of  this  article  to  various  officers,  and  among  them  I 
Lieut. -Colonel  A.  P.  Bazin,  O.C.  — Canadian  Field  Ambulance* 
Lieut. -Colonel  F.  S.  L.  Ford,  C.M.G.,  A.D.M.S., — CanadiMl 
Division.  Lieut. -Colonel  John  McC'rae,  Lieut. -Colonel  J-n 
Elder,  — Canadian  General  Hospital.  Major  A.  C.  Jtankin| 
D.D.M.S.  Staff,  Canadian  Corps.  Major 
D.A.D.M.S.,  — Canadian  Division. 


J.  S.  Jenkins; 
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